VOLUME 


__ NUMBER 3 


ARCHIVES 


Or 


DERMATOLOGY AND SYPHILOLOGY 


EDITORIAL BOARD 


HOWARD FOX, Chief Editor 
140 East Fifty-Fourth Street, New York 22 


PAUL A, O'LEARY, Rochester, Minn. FRED D. WEIDMAN, Philadelphia 
HAROLD N. COLE, Cleveland GEORGE M. MacKEE, New York 
HERBERT RATTNER, Chicago Cc. GUY LANE, Boston 


SEPTEMBER 1945 


PUBLISHED MONTHLY BY AMERICAN MEDICAL ASSOCIATION, 535 NORTH 
DEARBORN STREET, CHICAGO 10, ILLINOIS. ANNUAL SUBSCRIPTION, $8.00 


Entered as Second Class Matter Oct. 30, 1917, at the Postoffice at Chicago, 
Under the Act of Congress of March 3, 1879 


Copyricut, 1945, sy tuk AMERICAN MEDICAL ASSOCIATION 


& 
at 
ee 
= 
atte 
a 
: 
an 
7 


CONTENTS OF PREVIOUS NUMBER 


AUGUST 1945. NUMBER 2 


Cutaneous Diseases in the South Pacific: Observa- 
tions Among Military Forces. Lieutenant Com- 


mander Werner W. Duemling, MC-V(S) 
U.S.N.R. 


Vincent’s Disease of the Skin. Albert Strickler, 
M.D., Philadelphia. 


Lupus Erythematosis: Treatment with Oxophenar- 
sine Hydrochloride. Captain Lawrence C. Gold- 
berg, Medical Corps, Army of the United States. 


Erythema Multiforme: Report of a Case of Severe 
Erythema Multiforme with Involvement of the 
Mucous Membranes Treated with Penicillin. 
H. C. Robinson, M.D., Grand Rapids, Mich. 


Allergic Reactions During the Administration of 
Penicillin. John Henderson Lamb, M.D., Okla- 
homa City. 


Penetration of Surface Tissues with Copper by 
Iontophoresis: Penetration with Organic and In- 
organic Copper Salts and the Use of Detergents 
in TIontophoresis. Commander Armand J. Pereyra 
(MC), U.S.N 


White Cross Striae of the Finger Nails Following 
Cardiac Infarction. Erich Urbach, M.D., Phila- 
delphia. 


Classification of Tuberculosis of the Skin. Henry 
E. Michelson, M.D., and Carl W. Laymon, M.D., 
Minneapolis. 


Extragenital Syphilitic Infection in Negroes. H. H 


Hazen, M.D., Washington, D. C 


Clinical Notes: 


Semblance of Elastic Tissue to Mycelium in 


Potassium Hydroxide Preparations. 


Walter 


Green, M.D., and Maurice C. Shepard, M.S.. 


Greenwood, Miss. 


Ringworm of the Eyebrow. Emanuel Muskatblit 
M.D., and Nathan A. Targan, M.D., New York 


Correspondence: 


One Hundredth Anniversary of the First Amer 
can Textbook of Dermatoeey: James Quincy 


Gant Jr., M.D., Bethesda 


Vitamin B. Complex for Vitiligo. J. 


way, M.D., Spokane, Wash. 


Obituaries: 
John Harper Blaisdell, M.D. 


Abstracts from Current Literature. 


Society Transactions: 


New York, Dermatological Society. 


San Francisco Dermatological Society. 


Manhattan Dermatologic Society. 


New England Dermatological Society. 


Los Angeles Dermatological Society. 


C. Hatha 


A 


at may be diabetic 


A REVIEW of the records of over 45,000 
selectees by Blotner and Hyde* reveals 
} an incidence of diabetes among young 
adults much greater than earlier studies 
= have indicated. In the eighteen to 
 twenty-five-year age group, the num- 


ber of cases was found to be three to 

four times as high as shown in the 
® National Health Survey. In men of 
= twenty-five to forty-five years, diabetes 
* occurred four to five times as often as 
| inthe previous estimate. Another strik- 
ing fact—78 percent of the cases thus 
discovered were not aware of ever hav- 
ing had diabetes! 

While the question of the actual inci- 
dence of diabetes cannot be answered 
with accuracy, physicians are alert to 
the unmistakable upward trend. A rou- 
tine qualitative urine-sugar test on every 
patient is becoming an increasingly im- 
portant procedure. Only through unre- 
laxed vigilance may early and adequate 
treatment be made available to the pa- 
tient before important complications 
develop. 

For rapid effect— 

Iletin (Insulin, Lilly) 

Iletin (Insulin, Lilly) made from 

zinc-Insulin crystals 
For prolonged effect— 

Protamine, Zinc & Iletin 

(Insulin, Lilly) 

Intermediate effects may be obtained 
by suitable combinations of Insulin and 
Protamine Zinc Insulin. 

Eli Lilly and Company 

Indianapolis 6, Indiana, U.S.A. 


*Blotner, H., and Hyde, R. W.: New England J. Med., 229: 
885, 1943. 
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«Perhaps the most common 
manifestation of cosmetic 
_ allergy is lipstick cheilitis. 


~ OR PATIENTS allergic to ordinary lipstick — 
ZF ALMAY provides one of the finest lipsticks 
which can be made—free from common sen- 
sitizer...and available with or without indeli- 
ble dye, scented or unscented, and in eight 


popular shades. ¢ ALMAY also offers a complete 
line of hypoallergenic cosmetics — including 
, face powder, rouge, cold cream, astringent and 


many other beauty aids for sensitive skins. 
¢ For physicians confronted with the greater 


Pe. problem of hyperallergic patients, ALMAY 
Be supplies Raw Material and Clinical Testing 


Sets to assist in diagnosis —and cooperates 
with the physician in developing personal- 
ized cosmetics for the stubbornly allergic. 


ALMAY, INC., 56 COOPER SQUARE, NEW YORK 3, N. Y. 


SOLE DisTRIBUTORS: Schieflelin & Co. NEW YORK 3, N.Y. 
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Lathering Soapless Detergents for Skin Cleansing and 
Household Cleaning When Soap is Contraindicated. 


In Convenient Forms ....... 


Lowila Cake = for Skin Cleansing 
Lowtla Liguia = for Household Cleaning 


Please Write for Literature and Sample. 


WESTWOOD PHARMACAL CORP. 
020 MAIN STREET BUFFALO 2, N. 
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In the treatment of PRURITUS ANI and VAGINAE 
and MYCOTIC INFECTIONS 


R Unduentum I S O PA R 


(Trade Mark ISO-PAR Reg. U. S. Pat. Office) 


While pruritus may be due to a variety of causes, mycotic, 
secondary infection from scratching, neurosis, hemorrhoids, yet 
Unguentum ISO-PAR with its 


STIMULATING, LOCAL ANESTHETIC, BACTERICIDAL, FUNGICIDAL 


effect is curative in a very fair proportion of cases. Unguentum 
ISO-PAR is above average in its effect on MYCOTIC INFEC- 
TIONS of the HANDS and FEET, particularly in old chronic 
cases, and is of definite value in the treatment of ECZEMAS of 
the EAR. 


Unguentum ISO-PAR has as its active ingredient 17% Iso-Par (14 parts Iso-Paraffinic 
Acids, Co-Cis, Av. Mol. Wt. 174, modified by 3 parts Mixed Amine Salts, principally 
2-Hydroxy-5-Iso-Octyl-N, N-Dimethyl Benzylamine Salts of Iso-Paraffinic Acids, i. e., 
Iso-Octyl-Hydroxy-Benzyl-Dimethy!-Ammonium-Iso-Pdtaffinate), held in suspension in a 
base consisting of Cetyl Alcohol, Beeswax, Titanium Dioxide, Lanolin, Petrolatum and 
Essential Oils. 


U. S. Patent No. 2,262,720. 


Available on prescription in half-ounce and one-ounce containers 
and to Physicians and Clinics in four-ounce and one-pound jars. 


Descriptive circular available to physicians on request. 


MEDICAL CHEMICALS, INC. 
406 E. Water Street 
Baltimore 2, Maryland 
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\ Notable Production Achievement 


O less impressive than the remarkable performance of Peni- 
cillin itself is the record of Penicillin manufacturers in sur- 
mounting numerous obstacles to achieve large-scale production. 


In this notable production achievement, Merck & Co., Inc. 
has been privileged to play a pioneering and progressively im- 
portant role. Basic discoveries made by Merck microbiologists, 
and shared with other Penicillin producers, contributed vastly to 
the successful development of Penicillin manufacture. By apply- 
ing chemical engineering technics to the manufacture of this 
difheultly produced antibiotic agent, Merck independently suc- 
ceeded in devising and perfecting a practical method of large- 
scale production based on the mass-fermentation principle. 


Penicillin Merck meets the recognized high standard of quality 
established for all products bearing the Merck label. 


PENICILLIN 


MERCK 


a record of performance 


1940 Merck research on anti- 


biotics concentrated on Penicillin 


1941 Merck helped spur pro- 


duction through British- 


American reciprocal arrangement 


1942 Merck supplied Penicillin 


for first case of bacteriemia success- 
fully treated with Penicillin in 


America 


1942 Merck Penicillin rushed 


to Boston for Cocoanut Grove fire 


casualties 


1943 Merck Penicillin flown to ® 
England for U. S. Army Medical 
Corps 


1943 Large-scale production of 


Penicillin was established by Merck 
to meet Government requirements 


1944 Merck Canadian plant pro- 


duced first commercial Penicillin by 
deep-fermentation process in Brit- 


ish Empire 


1945 Merck supplies lage 


quantities of Penicillin for civilian 
use as well as for Armed Forces 


Council 
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HOUGH the sulfonamides presented a signal advancement in the treat- 


ment of gonorrhea, a wealth of published reports indicate that penicillin 


is the therapeutic agent of choice, meriting the physician’s preference, for 


three potent reasons. First, efficacy: penicillin proves effective in virtually all 


instances. Second, safety: penicillin is practically nontoxic. 


Third, brevity of 


treatment: in the majority of cases, definite cure can be effected in 24 to 48 hours. 


Results of experiments carried out at an 
Army Station Hospital showed that most 
sulfonamide-resistant gonococci are fully 
suscepuble to penicillin; that penicillin 
resistance ts difficult to establish when full 
therapeutic doses are employed. A study 
of urethral cultures at intervals during 
penicillin treatment showed that the dos- 
age employed bears a direct relationship 
to the rapidity of disappearance of gono- 
cocci from the genitourinary tract. 

Frisch, A. W.; Behr, B.; Edwards, R. B., 

and Edwards, M. W.: Am. J. Syph., 

Gonor., & Ven. Dts. 28:627 (Sept. ) 1944. 

e 

The conclusion is drawn from a study of 
109 patients treated, that penicillin is 
ettective in the eradication of chemore- 
sistant gonorrhea in the female. The 
authors recommended that a total dosage 
of 150,000 units of penicillin be used in 
the treatment of gonorrhea in the female, 
even though good results have been ob- 
tained with as little as 60,000 units. 

Greenblatt, R. B., and Street, A. R.e 

J.A.M.A. 126:161 (Sept. 16) 1944. 

e 

Dramatic response was obtained in the 
treatment of 191 consecutive cases of 
sultonamide-resistant gonorrhea at a Sra- 
tion Hospital. Cases averaged 1.7 months 
in duration; all had failed to respond to 
at least 2 courses of sulfathiazole or sul- 
fadiazine (total dosage averaging 88 Gm.). 
98.95% of the entire group responded to 
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penicillin therapy; only 2 both 
with prostatitis, were referred for feyer 
therapy. 179 patients (89%) showed satis- 
factory results with 50,000 
patients received an additional 100.000 
units before cure was ettected. The 
authors point out that a large percentage 
of those failing to respond to the 50.000 
unit schedule had gonorrheal complica- 
tions before treatment. 
Wizh, R., and Geer, G. I., Jr.: J 
M.A. 35:207 (Nov.) 1944. 


Cases, 


units 21 


Marne 


In 200 cases of sulfonamide-resistant 
gonorrhea treated with penicillin at a 
U. S. Naval Hospital, there were no toxic 
reactions, and all patients were able to 
return to duty in one-third of the time 
previously required 

Scarcello, N. S.: New England J. 

231:609 (Nov. 2) 1944. 


Med. 


Clinical response was rapidly obtained 
with penicillin treatment in a case of 
gonorrheal ophthalmia. Penicillin was 
administered intramuscularly, 100.000 
units in 6 divided doses daily, for 8 days. 
Penicillin ophthalmic ointment (500 units 
of penicillin per Gm. of ointment) was 
instilled into the conjunctival sac every 
2 hours. The patient was discharged in 
13 days with 20/20 vision. 

Miller, M. E.: J. Indiana M.A. 37:679 

(Dec.) 1944. 


Penicillin-C.S.C. stands accepted bythe 
Council on Pharmacy and Chemistry 
of the American Medical Association. 


The Combination Package of 
Penicillin-C.S.C., stocked under 
proper refrigeration by a 
large list of wholesale drug 
houses, is available through 
any pharmacy, in every sec- 
tion of the United Stotes. FA 
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tor ambulatory therapy, in the physician’s office, and for admin- 
istration in the patient’s home when bed rest is indicated, the 
Combination Package of Penicillin-C.S.C. deserves the physician’s 
preference in the management of gonorrhea. 

This convenient package provides two rubber-stoppered, alu- 
minum-sealed, serum-type, 20 cc.-size vials, one containing 
100,000 Oxford Units of Penicillin-C.S.C. sodium, the other 20 cc. 
of physiologic salt solution. Under proper aseptic technic, the 
saline is withdrawn from its vial and injected into the penicillin- 
containing vial. The resultant solution (5,000 Oxford Units per 
ec., the concentration recommended for intramuscular injection) 
is sterile, nontoxic, free from fever-inducing pyrogens. 

The most widely recommended dosage is 10,000 to 15,000 
Oxtord Units intragluteally every 3 hours. After the first dose is 
withdrawn from the vial containing the solution, the vial should 
be stored in the refrigerator. 

Penicillin-C.S.C. is of high purity, as indicated by the small 
amount of substance required to present 100,000 Oxford Units. 
Hence reactions, attributed by many investigators to inadequate 
purification, are rarely encountered. 

PHARMACEUTICAL DIVISION 


(COMMERCIAL SOLVENTS 


Corporation 
17 East 42nd Street New York 17,N. Y 


2 
- 
eo 
e ca 
Py 


Originated as a non-irritating, non-lathering 
replacement for soap in various skin disorders, 
Acidolate also successfully solved the problem 
of removing residual ointments, creams and oils from the hair, scalp and glabrous 


skin, because it: 


1. Emulsifies ointments and other fatty materials almost immediately on addition of water. 
Low surface tension brings this concentrated yet bland detergent into intimate contact with 
the superfluous matter and permits deep penetration of skin crevices. 

2. Causes no aggravation of existing skin lesions. 

3. Minimizes poin for the patient since harsh scrubbing is replaced by gentle massage. 

4. Prepares the skin for further therapy by also removing secretions and debris. 

5. Conserves time and effort for the patient, nurse and physician. 

6. Rinses off readily with any type of water, warm or cold. 


ACIDOLATE is a sulfated-oil preparation with an extensive background of clinical research. It i: 
water miscible, non-abrasive, hypo-allergenic, and has an acidity (pH 6.25) approximating that o 


non-pathologic skin. 


Directions: Pour small amount of Acidolate directly onto area to be cleansed. Effect disper. 
sion by means of gentle massage, using a cotton pledget or gauze pad if desired. Rinse with | 
water or physiologic salt solution, preferably warm. Repeat if necessary. 


Supply: 8 oz. and gallon bottles Literature and trial supply on reques! 


Distributed for NATIONAL OIL PRODUCTS CO. by 
RARE CHEMICALS, INC., Horrison, New Jersey GALEN COMPANY%, Berkeley 2, Californic 


““Acidolate’’ Reg. U. S. Pat. Off. *Pacific Coast and Mountain States 74) 
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the unhappy choice between Psoriasis and Chrysarobin 


The common skin discoloration and frequent dermatitis caused by 
chrysarobin may be as objectionable as psoriasis itself. Such disfigurement 
are unsightly —and largely unnecessary! Anthralin Ointment, accepted by the 
Council on Pharmacy and Chemistry for the treatment of psoriasis and mycotie skin 
infections, is not only more effective than chrysarobin, but causes much less skin 
discoloration and involves far less risk of dermatitis. Used on the scalp or face in 
recommended concentrations, Anthralin carries less danger of conjunctivitis. Since 
A\nthralin is less toxic than chrysarobin, it is also less likely to produce such 
constitutional reactions as nephrosis and gastrointestinal irritation. @ Anthralin 
is useful not only in psoriasis but also in the treatment of ringworm of the face, neck 
and arms; in fungus lesions on fingers, hands and feet; and in dermatitis seborrhoeica. 
pityriasts rosea, and alopecia areata. Anthralin Ointment is available through 
pharmacies in 2-ounce collapsible tubes in four concentrations: 0.1 percent. 


0.25 percent. 0.5 percent. and 1.0 percent. Lanoratories. North Chicago, [llinois. 


(1, 8-Dihydroxy-Anthranol, Abbott) 
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EARLY, RAPID COMPLETE DESTRUCTIQ) 


can be more effec- 
tively accomplished 
with the newer 


arsenicals such as 


DICHLOROPHENARSINE 


Winthrop 
in combination with a bismuth compound. 


Five outstanding characteristics: 
® High therapeutic potency 

® Wide margin of safety 

® Prolonged stability 

® Isotonicity 


® Convenient administration 


Anexcellent drug forthe chemotherapy of syphilis. 


Write for detailed information. 
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Pharmaceuticals of merit for the physician 
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Advantages of 


1, pilisoderm contains no fatty-acids, alkali 
color or perfume, approximately 40. per cen! 
more surface-active and speedier than soap. 


2. pHisoderm makes an abundant lather in 
Jard as well as soft water and under acid, neutral 
or alkaline conditions and at any temperature. It 


Is active in cold sea-water. 


3. pllisoderm is non-irritating, non-toxie and 
hypo-allergenic. It is an unusually effective, 
fale, rapid cleanser of the skin, scalp and hair 


of infants and adults. 


70-76 Laight Street 


4. pHisoderm is indicated for use by physicians 
as well as patients whose skins do not tolerate 


the use of soap. 


Supplied in 2 oz. and 8 oz. bottles and in 
3 oz. refillable ejector dispensers. 


An oily type is available for those who 
have abnormally dry skin. 


Treadle dispensers of special design are 
required for hospital use and are available. 


We invite requests for samples and literature 


FAIRCHILD BROTHERS AND FOSTER 


New York 13, N. Y. 
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when Mfadintion is indicated. 
apparatus for dem 


The Picker “Zephyr” x-ray appara- 


tus, designed by dermatologists for 


dermatology, is unique in embody- 


ing all those special features required 


in dermatological irradiation. 


corporation 
300 FOURTH AVENUE - NEW YORK 10, N. Y. 
WAITE MFG. DIVISION ¢* CLEVELAND, O. 
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INTENSIVE ARSENOTHERAPY OF EARLY SYPHILIS 
} LOREN W. SHAFFER, M.D. 

DETROIT 
modifications of intensive arsenotherapy lhe various types of rapid treatment are 


ieen introduced since the original five-day 
low intravenous drip method was announced by 
man, Chargin and Leifer.t’ Further observa 
ions and reports on intensive methods have 
hown certain hazards, weaknesses, advantages 
nd trends with such therapy. It is generally 
epted that these methods compare favorably 
n ethciency with the older standard treatment 
i the eighteen month type. Excellent sum 
ae, naries on the present status of intensive arseno- 
herapy for early syphilis by Cole, Heisel and 

stroud * and McDermott * are available. 
The recent introduction of penicillin into the 
reatment of syphilis has confused still further 
he present chaotic state as to what is the most 
ffective treatment ot early syphilis today. This 
as occurred at a time when some semblance of 
fact is developing out of what must still be con 
idered as experimental methods of intensive 
One can only await further de 


irsenotherapy. 
Possible combi 


elopments with great interest. 
mations of arsenic, bismuth and penicillin may be 
he final solution to a safer and more effective 
ure for all types of syphilis. Physicians, there- 
fore, in their enthusiasm for penicillin should not 
se sight of the recent advances made in the 
apid treatment of early syphilis by arsenotherapy. 


Meeting of th 


Read at the Sixty-Fiith Annual 
Chicago, 


\merican Dermatological Association, Inc., 
June 20, 1944. 

1. Hyman, H. T.; Chargin, L., and Leifer, W.: 
Massive Dose Arsenotherapy of Syphilis by the Intra 
venous Drip Method: Five Year Observations, Am. J. 


M. Sc. 197:480-485 (April) 1939. Hyman, H. T.; 
Chargin, L.; Rice, J. L., and Leifer, W.: Massive 
Dose Chemotherapy of Early Syphilis by the Intra- 
s Drip Method, J. A. M. A. 113:1208-1215 (Sept. 
<3) 1939. Leifer, W.; Chargin, L., and Hyman, H. T.: 
Dose Arsenotherapy of Early Syphilis by 
nous Drip Method: Recapitulation of Data (1933 

, ibid. 117:1154-1160 (Oct. 4) 1941. 
<. Cole, H. N.; Heisel, E. B., and Stroud, G.: 
Methods of Treating Syphilis, J. A. M. A. 


123:253-258 (Oct. 2) 1943. 

fcDermott, W.: Recent Advances in the Treat- 
ent Syphilis, M. Clin. North America 28:293-307 
M ) 1944, 


exemplified in the slow drip method (Hyman, 
Chargin and Leifer) ; syringe technic (Schoch,‘ 
lhomas ° and Trow ®) ; multiple injections 
and Hogan‘), and fever therapy plus arsenicals 
( Thomas,°® Simpson and Kendell *). 

According to the evaluation of massive arsenu 
therapy for syphilis by the United States Public 
Health Service,’ presented at the Ninety-Fourth 
Annual Session of the American Medical Associa 
tion, Chicago, June 12 to 17, 1944, the statistics 

presented in table 1, obtained from 4,351 cases oi 
patients treated in twenty-two cooperating clinics 
by the technics outlined, apply. 

The best results were secured by the original 
slow drip administration of neoarsphenamine, 
but the drug is too toxic for its use to be con 
tinued ; the next best were obtained by multiple 
injection of oxophenarsine hydrochloride (ma- 
4. Schoch, A., and Alexander, L. J.: Short Term 
Intensive Arsenotherapy of Early Syphilis, Am. J. Syph., 
Gonor. & Ven. Dis. 25:607-609 (Sept.) 1941. Schoch, 
\. G., and Alexander, L. J.: Intensive Arsenotherapy 
of Early Syphilis, Arch. Dermat. & Syph. 46:128-129 
(July) 1942. 

5. Thomas, E. W., and Wexler, G.: Rapid Treat 
ment of Early Syphilis: Report of Two Hundred and 
Kighty Treatment Courses Alone and Five Hundred 
and Forty-Nine Treatment Courses with Mapharsen 
Combined with Fever, Arch. Dermat. & Syph. 47:553 
568 (April) 1943. Hammond, R. J.; MacPhail, J. A., 
and Thomas, E. W.: Results of Follow-Up of Patients 
Treated for Early Syphilis by Rapid Methods at 
Bellevue Hospital, Ven. Dis. Inform. 24:215-217 ( Aug.) 
1943, 

6. Trow,; E.. 
author. 

7. Eagle, H., and Hogan, R. B.: An Experimental 
Evaluation of Intensive Methods for the Treatment of 
Early Syphilis: III. Clinical Implications, Ven. Dis. 
Inform. 24:159-170 (June) 1943. 

8. Simpson, W. M.; Kendell, H. W., and Rose, 
D. L.: Developments in the Treatment of Syphilis 
with Artificial Fever Therapy Combined with Chemo- 
therapy During the Past Decade, Brit. J. Ven. Dis. 
17:1-66 (Jan.-April) 1941. 

9. Massive Arsenotherapy for Syphilis: United States 
Public Health Service Evaluation; Cooperating Clinics 
of New York and Midwestern Groups, J. A. M. A. 126: 
554-557 (Oct. 28) 1944, 
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pharsen) plus typhoid vaccine. There is little 
difference in results obtained with oxophenarsine 
hydrochloride by slow or rapid drip or by mul 
tiple injection. The poorest results were re 
ported irom multiple injections of old arsphen 
amine, 

The rapid drip method mentioned was that 
employed by the Social Hygiene Clinic of the 
Detroit Department of Health. A total of 417 
patients were treated by this method from 
December 1939 to July 1942. One death oc 
curred in the series from toxic encephalitis, and 
in another case toxic encephalitis developed but 
the patient recovered. Because of these reac- 
tions, results that were not too satisfactory and 
loss of our resident physician, this five day 
method was discontinued in favor of ambulatory 
intensive treatment. 

It was also concluded from this evaluation that 
patients over 25 years of age responded better 
than patients under 25, male patients better than 
female and white patients better than nonwhite. 

TABLE 


Results in 4,351 Cases of Syphilis 


Percentage of 
Satisfactory Results 


Primary Secondary 
Method of Treatment Syphilis Syphijis 
Slow drip, neoarsphenamine... 89.5 
Slow drip, oxophenarsine hydrochloride. 85.7 71.8 
Rupid drip, oxophenarsine hydrochloride 30.4 o4 
Multiple injection, oxophenarsine hydro 
Multiple injection, oxophenarsine hydro 
chloride plus typhoid vyaceine..... 88.5 70.2 
Multiple injection, old arsphenamine.... 78.6 56.7 


The five day slow drip method is satisfactory 
as far as results are concerned. A morbidity 
rate of 1 per cent and a mortality rate of 0.3 per 
cent trom toxic encepualitis even in the best clinics 
indicate that the method is too toxic in its 
present form. Modifications, such as that now 
being used by Wile,'® consisting of administra- 
tion of a total dose of 1,080 mg. of oxophenarsine 
hydrochloride given over a period of eight days 
plus larger doses of bismuth, may minimize this 
hazard. There is urgent need for a rapid method 
that can be completed during a reasonable period 
of hospitalization because of failure to hold aver- 
age clinic patients to even an eight week course 
of ambulatory treatment, as well as for those 
patients requiring quarantine. Modifications of 
the Wile type may prove a satisfactory substi- 
tute. Likewise, multiple injections of the Schoch- 
Thomas type completed in a six to ten day 
period have carried similar morbidity and mor- 
tality rates. The recent report from the Chicago 


Personal communication to the 


10. Wile, U. J.: 
author. 
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Intensive Treatment Center ™ on patients ti 
with combinations of fever therapy plus ars 
oxide is promising as well as those report 
earlier by Thomas.® However, if such a 
spread disease as syphilis is to be contri lle 
simplified methods will be necessary. 

Ambulatory intensive treatment of the 
type offers great promise for general use becans 
of its increased safety, simplicity and equal 
effective results. 
fact that so few patients of the types common 
attending the larger free clinics can be expect: 


Its chief weakness lies 1 t 


to carry it through on schedule. 


AMBULATORY INTENSIVE TREATMENT 


Eagle and Hogan,’* on the basis of extensi 
and painstaking experiments on the treatment 
syphilis in rabbits, found that within a ti 
limit of ten seconds to six weeks the total amouw 
of oxophenarsine hydrochloride necessar) 
cure varied but little. There was surprisingly Ii 
tle difference from a standpoint of therapeuti 
efficiency for a given total dose, whether it w 
administered over a period of a few hours, da 
or weeks or whether it was given by multip! 
injections or by continuous drip. They called at 
tention to the published data on infectious syphil 
in human beings, that the same observations see! 
to hold true, 1. e., that it takes somewhere arou 
1,200 mg. of oxophenarsine hydrochloride t 
effect apparent cure, whether the dose is give 
by five day intravenous drip or by multiple 1 
jections over a period of a few weeks. 
They found, however, that the margin of safet) 
in terms of toxicity to animals was definitely 
creased in the longer systems and decreased 11 
the shorter ones. The margin of safety betwee: 
the toxic and the-therapeutic dose (chemothera 
peutic index) may be increased continuously b 
prolonging the duration of treatment. In othe: 
words, the total curative dose of oxophenarsint 
hydrochloride varies only slightly with the fre 
quency and total duration of treatment, while 
the total tolerated dose varies directly with the 
the time period over which the arsenical is ad 
ministered. They were able to predict  rathe 
accurately, when using a constant total curative 


11. Bundesen, H. N.; Bauer, T. J.; Kendell, H. W 
and others: Intensive Treatment of Gonorrhea and 
Syphilis: Organization, Objectives, Activities and Ac 
complishments of the Chicago Intensive Treatmen 
Center; Preliminary Report, J. A. M. A. 123:816-82) 
(Nov. 27) 1943. 

12. Eagle, H., and Hogan, R. B.: An Experimental 
Evaluation of Intensive Methods of Treatment of Earl) 
Syphilis: I. Toxicity and Excretion, Ven. Dis. Inform 
24:33-44 (Feb.) 1943; II. Therapeutic Efficiency and 
Margin of Safety, ibid. 24:69-79 (March) 1943 
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r rabbits, the incidence of serious toxicity 
system of any given duration. They stated 
ief, and, in general, experience indicates, 
pproximately the same ratios apply to 
beings. Eagle and Hogan do not feel 
hedules of five to ten days provide reason- 
eedom from serious toxic reactions and 

Qn a basis of their results in rabbits, 
redicted that 
enarsine hydrochloride (1 mg. per kilo- 
repeated three times 


injections of 60 mg. of 


of body weight) 
should be effective for human patients. 
lingly, in October 1941, they set up a large 
linical study of triweekly injections over 
| periods ranging from four to twelve weeks, 
i which were supplemented with bismuth. 
study began with twelve cooperating clinics 
has increased to some eighty clinics at 
sent 


report was given before the Section of 
atology and Syphilology of the American 
ical Association at the 1944 
vo by Dr. Harry Eagle.™ 
rmation on the 4,800 patients treated with 


meeting in 
Preliminary 
eekly injections of oxophenarsine hydro- 
ride which Dr. Eagle kindly forwarded to me 


nteresting and instructive. 


rOXICITY 
reactions (vomiting, headache, diarrhea o1 
tive complaints) which did not contraindicate 
ied treatment were observed in 16 per cent oi 


patients, 


haracteristic syndrome developed in the second 


urth week in approximately 2 per cent of thi 
nts. The symptoms included fever, toxic rash, 
ting, headache, conjunctivitis and facial edema 


In approximately 


rved in varying combinations. 
discontinur 


these cases it was necessary to 
nent. There were 40 serious reactions occurring 
cases of jaundice, 7 of dermatitis, 5 of blood dys 
2 of peripheral neuritis and 2 


is, 3 of nephritis, 
sic encephalopathy—a total of 0.8 per cent serious 
actions. Four of these were fatal (2 
ritis, 1 of toxic encephalopathy and 1 of jaundice) 
mortality of 1: 1,200 is remarkably close to that 
ticipated when the study began, but should be quali 
respects: 


cases Of ne 


in two 
There is reason to believe that at least 2 and per- 


ips 3 of these deaths were preventable in that in spite 


lefinite premonitory symptoms treatment was con- 
The mortality of the 
iweekly schedule may therefore be 1: 2,000 or less, 
than 1:1,200. In the second place, from the 


tandpoint of military medicine, it is of interest that 


toxic reactions were more common in women than 
men, more common in Negroes than in white persons 
1d more common in patients under 18 years of age. 


Eagle, H.: The Treatment of Early and Latent 


philis in Nine to Twelve Weeks with Triweekly 
tions of Mapharsen: A Preliminary 
Results of the First 4,823 Cases, J. A. 
938-544 (Oct. 28) 1944. 


Analysis of 


M. A. 126: 


fay 
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Negro women 
treatment had 


Thus all 4 iatalities observed in 
them under 18. In men over 18, 
to be discontinued because of toxic reactions in less than 
1 per cent, serious reactions occurred in only 0.5 pet 


‘ent, and there were no deaths in 2,583 patients treated 


were 


3 oot 


END RESULTS 


The end results of the various treatment schedules 
have been gratifying if unexpected. The simultaneous 
administration of bismuth has had a surprising effect 
on the incidence of therapeutic failure and cure. In 
patients with primary and secondary syphilis who did 
not bismuth, the cumulative percentage ot 
failures was 30 per cent, and the total 
oxophenarsine hydrochloride had relatively little effect 
Qn the other hand, in those patients who received 
simultaneous injections of bismuth, there was a strik 
rrelation between the end results and the amount 


than 


receive 
dosage ot 


Ing 
of treatment. In the patients that received 

weeks of treatment, failures amounted to 
per cent; in patients that received seven or more weeks 
S$ to 9 per cent, and 
89 per cent of the patients were In the latter 
ximately one third of the therapeutic failures 


less 


seven 


f treatment, failures were only 
“cured.” 
group, appr 
took the form « 


and in only 1 in 


serologic relapse or seroresistance, 


300 patients did syphilis of the central 
nervous system develop. 

The final results were not demonstrably affected by 
initial reagin titer Although there 
ditference between the end results 1 


Trace, OF 


vas no striking 


FABLE 2.—Amil 


Plan 


Tar} 


Three times weekly 
for twenty doses 
(six and two-third- 
weeks) 


hydrochloride (0.05 to 


Oxophenarsine 


0.07 Gm.) 


Twice weekly 
for eight doses 
(four weeks) 


Bismuth subsalicvlate (0.2 Gm.) 


Twice weekly 
for ten doses 
(tive weeks) 


Oxophenarsine hydrochloride 


seronegative and seropositive primary or secondary 
most favorable results were obtained in the 
seropositive primary stage. The optimum schedul 
tor the treatment of syphilis by triweekly injections ot 
xxophenarsine hydrochloride consists of at least eight 
and preferably ten weeks of treatment, each dose of 
the drug to consist of approximately 1 mg. per kilo 
gram of weight (maximum of 80 and minimum ot 
4) mg. per injection). There should be concomitant 
weekly intramuscular injections of bismuth (0.2 Gm. ot 
bismuth subsalicylate). On such a schedule one may 
anticipate approximately 90 per cent clinical and sero 


vphilis, the 


logic “cures.” 


EXPERIENCE WITH AMBULATORY 
INTENSIVE TREATMENT 


PERSONAL. 


In December 1941, an ambulatory intensive 
method of treatment was started at the Social 
Hygiene Clinic of the Detroit Department ot 
Health. The plan of treatment called for three 
injections of oxophenarsine hydrochloride given 
weekly for a total of twenty injections (six and 
two-thirds weeks). The recommended 
varied from 0.05 to 0.07 Gm., depending on 
weight. This course of twenty injections was 
followed by eight injections of bismuth salicylate, 


dose 
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0.2 Gm. given twice weekly for four weeks. This 
course, in turn, was immediately followed by 
ten more arsenical treatments, given twice weekly 
for five weeks. The entire course called for a 
total of thirty injections of oxophenarsine hydro- 
chloride and eight of bismuth subsalicylate given 
in a period of fifteen and two-thirds weeks. 

A total of 210 patients with early syphilis were 
assigned to this method of treatment during the 
year 1942. Only 63 of the 210 patients completed 
the treatment with satisfactory regularity and 
remained under observation for six months or 
more. This problem of case holding will receive 
further discussion later. 

An analysis of the 63 cases in which this 
treatment schedule and the six month observation 
period were completed may be summarized as 
follows: 


Classification 


Early primary 28 
Seronegative 10 
Seropositive 18 

Secondary 30 

Recurrent secondary 3 

Early latent 2 

Completed treatment 
With satisfactory regularity (16 weeks) 31 
Fairly satisfactory regularity (18 weeks) 32 
End result 

Negative clinically and serologically 56 (89% ) 

Seroresistant 5 ( 8%) 

Clinical relapse 2 ( 3%) 

Serologic relapse 0 


These figures correspond closely to those re 
ported by Eagle. 
REACTIONS 


It was necessary to discontinue treatment for 
7 patients because of reactions (4 gastrointestinal 
reactions, 1 urticaria, 1 dermatitis and 1 con- 
junctivitis, facial edema and fever of the type 
described by Eagle). In addition, 1 patient had 
jaundice, supposedly of the acute catarrhal type, 
and promptly recovered, and in 1 an acute 
nephritis developed, requiring three months’ 
hospitalization before recovery. Both reactions 
occurred approximately one month after treat- 
ment was completed. The nephritis followed an 
alcoholic bout of one week’s duration, and the 
alcohol may have been an etiologic factor. 

Experience gained through one year’s trial 
with this sixteen week intensive plan indicated 
that treatment of the majority of our clinic 
patients was not carried through to completion 
with satisfactory regularity, in spite of an ag- 
gressive program in case holding. Our end 
results were satisfactory and reactions were 
minimal. The plan could probably be recom- 
mended for private practice and for clinics having 
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- 14. Diagnosis and Treatment of the Venereal Disease: 


SYPHILOLOGY 


AND 


a better case-holding record. It is a compr: mi 
between the twenty-six week Army plan‘ a 
the eight to ten week Eagle plan. I should n 
be inclined to increase the bismuth by giving o; 
injection at weekly intervals during the last ty 
weeks of the first course of arsenoxide and d 
ing the first two weeks of the second cour- 


PLAN OI 
THERAPY 


WITH EAGLE 
INTENSIVE 


EX PERIENCE 
EIGHT WEEK 
To try a shorter schedule, we began the us 
the eight week Eagle plan of intensive therapy 
January 1943. <A total of 352 patients w 
given three injections of oxophenarsine hydr 
chloride and one injection of bismuth subsalic 
late a week for eight weeks between Jan. | a 
July 1, 1943. <A total of 194 of these patients ¢ 
not complete the treatment, for reasons to | 
enumerated. Likewise, 49 patients who « 
pleted the treatment in a satisfactory many 
either were lost or transferred before they ha 
been observed for six months. The end resut 
for the 109 remaining patients, who have be 
followed for six to seventeen months, are su 
marized in table 3. 


If one considers only the cases of primary « 
secondary syphilis, the following figures apply : 
the group as a whole : 


Total cases 68 
Good results 
Questionable results 10 (14.7! 
Failures 7 (10.3 


few words of explanation of the classitica 
tions in table 3 are indicated. “Good” means tha 
the serologic reactions became negative and r 
mained so throughout the period of observati 
and that the patient was clinically free fro 
evidence of the disease. In general, experien 
in this clinic has confirmed the observation 
other clinics, i. e., the rate of reversal h 
paralleled the quantitative titer present at tlk 
time treatment was begun. Examination 
spinal fluids has been carried out for only abou 
50 per cent of these patients, since it was foun 
that if this examination was insisted on patient: 
discontinued their treatment or disappeared fro: 
observation. Incidentally, I was surprised t 
find so few positive spinal fluids (approximate! 
4 per cent) in these patients with early syphil 
even when tested before or at the start of treat: 
ment. It is probable that a revision should ! 
made in the textbooks concerning the incidence: 
of positive spinal fluids in early syphilis. 


Circular Letter 74, Army M. Bull., October 1942, nc 
64, pp. 188-208. 
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izestionable” results include those for pa- 
- whose standard Kahn reaction is nega- 
hut the presumptive Kahn reaction is 
sitive and a second group whose stand- 
i.ahn reaction ranges from a _ doubtful 
ve to 3 plus positive on a quantitative basis. 
expected that the great majority of these 
nts will progress to complete seronegativity. 
wever, serologic and clinical relapses have 
rred in a small number of such patients and 
ultimate outcome must be considered ques- 
tionable. 

All patients with a quantitative Kahn titer of 
4 or more units at the time of their last observa- 
tion are classed as seroresistant and included in 
the “failure” group. It is probable that many of 
t will progress to seronegativity and that 
results for them need not be classed necessarily 
failure. 


EARLY 
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OF 


our experience with various types of intensive 
therapy and well over a thousand patients treated, 
we have found that the prognosis depends on the 
duration of the disease. No failures have oc- 
curred with any type of intensive therapy used 
for any patient with seronegative primary 
syphilis treated in our clinic. This observation 
is not in accord with results reported from other 
clinics. No patient is placed in this group if he 
has any degree of seropositivity, whether at the 
start, during or immediately after completion of 
treatment. The total number of patients with 
seronegative primary syphilis treated, including 
our five day group, is sufficiently large (63) to 
be statistically significant. True seronegative 
primary syphilis should offer nearly 100 per cent 
chance of cure. The next most promising group 
is patients with seropositive primary syphilis, 
followed by those with secondary syphilis and 


TABLE 3.—Etght Week Eagle Plan (Detroit Experience) 


Results 
Good Questionable Failure 
K-+to Clinical 
Classification Negative K— P+ K +++ Seroresistance Serorelapse Relapse 
Beronegative 
Reropositive 
23 (85.2%) 2 (7.4%) 1 (3.7%) 1 (3.7%) 
11.1% 
22 (62.87%) 4 (11.4%) 3 (8.6%) 3 (8.6%) 0 3 (8.6%) 
20% 17.2% 
Recurrent secondary..... SEECE 0 4 (57.1%) 1 (14.3%) 2 (28.6%) 
71.4% 
2 (5.9%) 7 (20.6%) 6 (17.6%) 16 (47%) 1 (3%) (5.9%) 


Serologic relapse is at times difficult to define. 
Fluctuations in quantitative titer, such as 
‘bounces” from 4 to 20 units or 20 to 40 units 
a1 prompt return to progressively lower read- 
ihgs, are of fairly frequent occurrence. They 
fay represent simply the personal equation of 
the technician reading the test or insignificant 
fiictuations from day to day in patients’ reagin 
fiter. When serologic relapse occurs, it is of 
§gnificant amount quantitatively and remains so. 
is essential for the adequate follow-up of 
tensive therapy that quantitative tests be avail- 


Clinical relapse usually manifests itself in 
field—positive mucocutaneous lesions or 
ipse. in the spinal fluid (neurorecurrence). 
is nearly always preceded by serologic relapse. 
' ithe experience of my colleagues and me 
WBdicates that it is desirable in appraising results 
classify the types of early syphilis present in 


Piients receiving intensive therapy. Throughout 


38.2% 55.9% 
then those with recurrent secondary and with 
early latent syphilis, in order. Similar charts for 
other types of intensive therapy given in this 
clinic show this same trend. Likewise, our ex- 
perience has not confirmed the statement made 
from other sources that results on retreatment 
of patients with clinical or serologic failure can 
be expected to be satisfactory. In our experience 
such patients generally have the resistant or 
relapsing type of disease, are apt to fail with 
retreatment and are candidates for further in- 
tensification if rapid methods are used. 

It is questionable, on the basis of our experi- 
ence, whether persons with early latent syphilis 
are suitable for intensive methods of treatment. 
At least during the period of our observation the 
serologic resuits have been disappointing. It is 
admitted that the period of observation has not 
been of sufficient length to permit adequate 
appraisal of our results. Furthermore, seronega- 
tivity may not be a satisfactory aim with this 
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group. The question of persistent symptomatic 
arrest can be answered lifelong 
observation. Many patients without a definite 
history of infection are classified in this group 
on the basis of their age, when they may actually 
have late latent or congenital syphilis without 


only by 


stigmas. 

Reactions.—Reactions in this group of patients 
have paralleled closely those reported by Eagle 
in his 4,800 patients. Treatment was discon- 
tinued for 8 patients (2 for gastrointestinal and 2 
tor Eagle type reactions |conjunctivitis, edema. 
etc.], 1 for dermatitis, 1 for urticaria, 1 for 
jaundice and 1| for nephritis). No fatal reactions 
occurred to our knowledge. 

The results for patients with secondary, re 
current secondary and early latent syphilis were 
not considered entirely satisfactory. In July 
1943, it was decided to prolong treatment of such 
patients according to the following schedule : 

Seronegative primary syphilis—eight weeks 

(twenty-four injections of oxophenarsine hydro- 
chloride and eight of bismuth subsalicylate) 

Seropositive primary syphilis—ten weeks 

(thirty injections of oxophenarsine hydrochlorid: 
and ten of bismuth subsalicylate) 
recurrent early latent 
shilis—twelve weeks 
irty-six injections of 
ride and twelve of bismuth subsalicylate) 


Secondary, secondary and 


oxophenarsine — hydri 


Observations with These Schedules—There 
has not been sufficient length of observation on 
these patients (maximum of eight months after 
treatment) to report the end 
Approxi- 


completion of 
results with any degree of accuracy. 
mately 400 patients have been assigned to these 
schedules. An even larger proportion of the 
patients belong in the group classified as having 
early latent syphilis. Our ability, or rather lack 
of ability, to hold these patients to regular treat- 
ment and completion of their course has been 
slightly poorer than with the eight week schedule. 

Reactions have paralleled closely those previ- 
ously reported. One patient died from aplastic 
anemia. The relationship to arsenical treatment 
in this case is rather questionable. 

The patient, a Negro woman aged 19, received five 
injections of oxophenarsine hydrochloride in our 
quarantine hospital. She also had gonorrhea and re- 
ceived 60 grains (4 Gm.) of sulfathiazole daily for five 
days. She had rather severe gastrointestinal reactions 
and moderate fever after each treatment. Pus, albumin 
and casts appeared in her urine, and a mild jaundice 
developed two davs after her last treatment. She was 
transferred to the city of Detroit Receiving Hospital 
at once. A diagnosis of pyelonephritis and jaundice 
was made. She was given 60 grains of sulfamerazine 
daily for seven days for the pyelonephritis. The 


nephritis subsided, but the jaundice became more severe. 


DERMATOLO&SY AND 


SYPHILOLOGY 


Two weeks after her admission moderate cut 
purpura and a blood picture of hemorrhagic pi 
developed. This became progressively worse, a1 
died one week later, in spite of blood transf: 


BAL (a preparation of secret formula for neutra izip, 


the toxic action of arsenic, being investigated tl 
the National Research Council) suppor: 
measures. Autopsy was refused. 
The sulfonamide compounds may have been t! 
most important etiologic factor in the case. T| 
question as to’whether sulfonamide drugs 
he administered to a patient who is rece 
intensive arsenical therapy should be answere 
since both gonorrhea and early syphilis are ir 
quently present. Fortunately, penicillin ma 
prove to make the answer unnecessary. 
Accurate statistics are not available on t! 
results of the twelve week schedule for secondar 
and early latent syphilis. Definite impressions 
however, have been gained. Results have bee: 
satisfactory with the eight week schedul 
seropositive primary syphilis. The ten wee 
schedule will probably not show any worth whi! 
unprovement. It has been disappointing that 1! 
same impression applies to the twelve we 
schedule. There is little evidence to suggest th 
any material improvement in end results wi 
follow the increase from twenty-four injectio: 
of oxophenarsine hydrochloride and_ eight 
bismuth to thirty-six of oxophenarsine hydr 
chloride and twelve of bismuth in cases of se 
ondary, recurrent and early latent syphilis 
Fortunately, there is hope that greater efficienc 
can be gained by increasing the amount of bis 
muth given during the eight week schedul 
Combinations with penicillin may supply 
needed extra effect. 


CASE HOLDING 


This problem of case holding is of such great 


importance in the management of syphilis 1 
clinic patients that it warrants special discussion 
No one without experience in a large city clini 
dealing almost entirely with Negro patients ca! 
appreciate this problem. In the Detroit Healt! 
Department Clinic a staff of five male follow-vy 
workers is employed for this purpose. Follow-u 
of family cases is made by the nurses from the 
Health Centers. Personal conferences at 


repeatedly conducted with our patients to explain 
the nature and seriousness of their disease anc 
the need of continuous treatment. Only a rela 


tively small proportion of the patients are actual) 
lost. The disposition of the patients originally 


assigned to the sixteen week schedule previous.) 


discussed is typical of what happens with thes 


patients. In that group of 210 patients onl) 


63 completed the treatment in a satisfactory man- 
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The disposition of the 147 patients that 
to do so was as follows: 


sferred to private physicians before 
atment was completed 33 (22.4%) 


sterred to weekly treatment schedule 
ause of irregularity 22 (15 %) 


tment too irregular to classify 19 (12.9%) 
d from city and transierred to 
ther treatment agency 17 (11.6%) 
rantined through probate court 
ter treatment had lapsed 15 (10.2%) 
\ccepted into military service before 
eatment was completed 8 ( 5.4%) 
ntinued treatment because of 
tions 6 ( 41%) 


shown by these figures, only about 30 
ent of patients in our clinic can be expected 
rry to completion an ambulatory system 
eatment in a satisfactory manner. It 1s at 
ist consoling that even those patients that 
scontinued the schedule received more treat- 
ent than they would have in the same length of 
with standard treatment. The 33 patients 
erred to private physicians reflect improved 
| economic conditions and the policy of refer 
patients who are financially able to pay 
ivate physicians for care. 
ese figures offer conclusive evidence of the 
| for shorter courses of treatment under hos 
tal management if schedules are to be carried 
it as planned. Such patients would at least 
ive the treatment. If it maximum 
iency the fact that they would soon disappear 
follow-up would be of minor consequence 
The ex- 


was of 


ept from a_ statistical standpoint. 
nse of hospitalization would be less than that 
prolonged clinic care and support of follow- 
workers. The hazard of such treatment 1s 
ertainly less than the hazard of the disease 
adequately treated. The hazard to public health 
resented by these inadequately treated patients, 
vith their increased potentiality to relapse, has 
tt been appreciated. Smaller total doses of 
xophenarsine hydrochloride (750 to 1,000 mg.) 
ver an eight to ten day period plus larger doses 
' bismuth may solve the problem on a basis of 
ficiency, safety and case holding. This, plus the 
crowing promise of penicillin, offers hope of 
ictory along these lines in the near future. 


BISMUTH IN INTENSIVE 
ARSENOTHERAPY 


VALUE OF 

SYSTEMS OF 
Clausen, Longley and Tatum,’’ on the basis of 
xtensive studies in experimental syphilis on 
e coaction of bismuth and arsenic, reached the 


ving conclusions: “Since the therapeutic 
actions of bismuth and arsenical compounds 


‘© completely additive while their cotoxicities 


ry 
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are less than additive, there results a greater 
margin of safety when they are used concurrently 
than when either is used alone in corresponding 
ettective doses.’ Elsewhere in the article it is 
stated that “it would seem entirely justifiable to 
propose the administration of relatively large 
doses of bismuth concurrently with large doses 
of the arsenical within a period of a few days. .. .” 
Recent clinical observations are bearing out these 
claims. 

Since bismuth has been used in conjunction 
with arsenic in the ambulatory intensive sched 
ules employed in the Detroit Social Hygiene 
Clinic, we have no comparative figures. How 
ever, with the Detroit plan of five day rapid 
drip treatment with oxophenarsine hydrochlo 
ride, the addition of bismuth greatly improved 
the results. Patients in the first half of our 
series were treated with oxophenarsine hydro 
alone. Three 


chloride injections of an oil 


soluble bismuth preparation containing 100 
mg. of metallic bismuth per dose were added on 
third hith 


course to the latter 


the first, and days of the in- 
half (200 pa 


Satisfactory results were 


tensive 
tients) of our series. 
secured in 92.4 per cent in this series, compared 
with 70.4 per cent in the group not receiving 
bismuth. Conversely, there were 12.8 per cent 
of clinical relapses among those not given bis 
muth and none among those who did get it.” 
Rattner,’* in reporting his results with five day 
intensive therapy, stated that he had 86 per cent 
satisfactory response in 310 patients treated with 
oxophenarsine hydrochloride alone and 95 per 
cent satisfactory response in 111 patients receiv 
ing bismuth in addition. It is 
Tatum ‘* has emphasized, that the bismuth be 
used along with the arsenic for coaction and 


necessary, as 


additive effect and not as a follow-up treatment. 
In short intensive systems (one to ten day) the 
amount of bismuth used during the period of 
arsenic therapy has probably not been sufficient 
to secure maximum benefit. 

The Eagle 
mentioned) that with arsenic alone he and his 
associates had 30 per cent of failures and only 


announcement by (previously 


15. Clausen, N. M.; Longley, B. J., and Tatum, A. L.: 
Quantitative Nature of the Coaction of Bismuth and 
Arsenical Compounds in the Therapy of Experimental 
Syphilis, J. Pharmacol. & Exper. Therap. 74:324-333 
(March) 1942. 

16. Lipo-Bismol (Parke, Davis & Company). 

17. Shaffer, L. W.: Present Status 
Arsenotherapy of Early Syphilis, Ven. 
24:108-113 (April) 1943. 

‘18. Rattner, H.: The Treatment of Early Syphilis 
by the Concurrent Administration of Arsenic (Maphar- 
sen) and Bismuth in a Period of Five Days, J. A. M. A. 
122:986-989 (Aug. 7) 1943. 
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9 per cent of failures when one injection of 
bismuth subsalicylate per week was added still 
further confirms Tatum’s coaction theory. More 
investigations need be carried out on the rate 
of excretion and blood levels of bismuth during 
treatment with various preparations of bismuth 
and on the maximum tolerated dosage for human 
beings. 
CONCLUSIONS 


1. Intensive arsenotherapy by intravenous 
drip, syringe technic, multiple injection or fever 
therapy plus arsenicals has proved satisfactory 
as far as end results are concerned. 

2. A morbidity rate of 1 per cent and a mortal- 
ity rate of 0.3 per cent from toxic encephalitis 
have caused the five day intravenous drip and 
multiple syringe methods to be looked on with 
disfavor. 

3. There is hope that intensive schedules with 
smaller doses of arsenic (800 to 1,000 mg.) given 
over an eight to ten day period plus larger dosage 
of bismuth may prove decidedly safer and equally 
effective. 

4. Results of treatment from fever therapy 
plus arsenicals are favorable, but the methods are 
technically too difficult for widespread use. 
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5. Ambulatory intensive treatment 0: 


Eagle type offers the greatest promise for gener: 


use because of its safety, simplicity and equa 
effective results. 


6. Eagle has stated, on the basis of the resi; 


obtained in the treatment of 4,800 patients in : 
cooperating clinics, that with three injections 
oxophenarsine hydrochloride and one inject 
of bismuth subsalicylate per week continued ; 
eight to ten weeks one may anticipate appro: 
mately 90 per cent clinical and serologic cures 
cases of early syphilis. 

7. Experience in the Detroit Social Hygi 
Clinic with arsenic—intensive treatment schedu!; 
of both the five day and the ambulatory typ 
indicates that the prognosis for early sypl 
treated intensively depends on the duration oj t! 
disease. 

8. The weakness of ambulatory 
treatment is inability to hold clinic patients 


schedules without lapse. A modified short ho: 
pital plan is desirable. Combinations with pen: 


cillin may supply this need. 


9. Recent clinical observations are bearin 


out the claims of Tatum and his co-workers : 
to the effectiveness of bismuth in_ intensi 
schedules. 
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TREATMENT OF 
HYDROCHLORIDE 


NTENSIVE 
BY 


EARLY 


OXOPHENARSINE 
INJECTIONS 


SYPHILIS WITH 


MULTIPLE 


FE. J. TROW, M.D., ano H. A. DIXON, M.D. 


TORONTO, 


[he necessity for more rapid and more com- 
ete control of the contagious stages of early 
‘philis has been realized by every one familiar 
ith the disease. The prolonged courses of 
reatment are tiring to patient and physician 
Jike, and in these circumstances it is not to be 

ndered at that many—far too many—patients 
scontinue treatment long before the therapeutic 
possibility of cure is accomplished. Thus, inade- 
ately treated patients are found in a large 
ercentage of cases of early syphilis, and con- 
siderable evidence is at hand that inadequate 
‘reatment leaves the patient in a much less secure 
position than if he had no treatment at all. The 
natural immune developments take charge in 
untreated patients and attenuate the progress of 
the disease in many instances. 

Great enthusiasm greeted the announcement of 
the results of treatment of early syphilis by a new 
method, first employed by Chargin, Leifer and 
Hyman in 1933.1. These investigators, through 
various carefully controlled experiments with 
different arsenicals over a period of years, came 

the conclusion that the continuous intravenous 
dnp method of administering oxophenarsine 
nydrochloride (mapharsen) was highly curative. 
[hey realized the long time which must elapse 
in the course of such an infection as syphilis 
efore definite conclusions could be drawn con- 
erning any new form of therapy. They eagerly 
ought confirmations of their observations by 
ther workers, and it was not long, therefore, 
elore various groups began similar studies. 
“van Thomas, of New York, was among the first 
‘0 simplify the original method by the use of 
ultiple injections, and he claimed results equall\ 
z00d. 

Stimulated by these experiments and under the 
trection of Prof. Duncan Graham, of the Uni 


lrom the Department of Medicine, University of 
oronto, and the Medical Service, Toronto General 
LOST ital. 

Read at the Sixty-Fifth Annual Meeting of the 
erican Dermatological Association, Inc., Chicago, 


20, 1944. 


1. Chargin, L.; Leifer, W., and Hyman, H. T.: 
s of Velocity and Response to Intravenous Injec 
ns. J. A. M. A, 104:878 (March 16) 1935. 


CANADA 


versity of Toronto, we undertook the following 
study. 

The method followed throughout was that of 
the treatment of patients with early syphilis by 
multiple injections, two injections of 100 mg. of 
oxophenarsine being given daily for a period of 
six days. The investigation was begun in May 
1940 and has continued since that time. From 
more than 250 patients sent into the wards of 
Toronto General Hospital for this treatment, 206 
were especially selected for treatment. Thirteen 
were given repeat or second courses. 

Preliminary investigation before the begin 
ning of the treatment included a thorough physi 
cal examination, together with many laboratory 
tests, such as dark field examination, Wasser 
mann test, urinalysis (including tests for uro- 
bilin), van den Bergh test, hemoglobin determi- 
nations, white and red blood cell counts and 
estimation of nonprotein nitrogen. During treat- 
ment the urine was examined for urobilin every 
other day, and before the patient’s discharge 
from the hospital Wassermann and van den 
Bergh tests were repeated. 

The usual classification of early syphilis was 
followed: group A, seronegative primary syph 
ilis; group B, seropositive primary syphilis, and 
group C, secondary syphilis. 

After being treated in the ward, the patients 
were referred to the outpatient clinic for obser 
vation and follow-up; unless indicated, further 
treatment was not given. 


Group A.—Seronegative Primary Syphilis 


Observed twelve to forty months 22 
Probably cured 20 
Treatment failed 2 

Observed less than twelve months 17 

Total number of patients treated 39 

Total number of cerebrospinal fluids examined 18 

Total number negative for syphilis 18 


Group A (seronegative primary syphilis), 
totaling 39 patients, shows probable cures of 
20 observed over a period of twelve to forty 
months who had neither a clinical nor a serologic 
recurrence. For 2 other patients with a long 
observation period the treatment was considered 
a failure, though the possibility of a second 
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infection is present in 1 of these. Seventeen 
other patients in this group are not considered 
because the follow-up periods lasted less than 
one year. Eighteen of the patients in the group 
submitted to spinal puncture, and all reactions 
were negative. 


Group B.—Seropositive Primary Syphilis 


Observed twelve to forty months 32 
Probably cured 26 
Treatment failed 6 

Observed less than twelve months 53 

Total number of patients treated 85 

Total number of cerebrospinal fluids examined 36 

Total number negative for syphilis 36 


Group B (seropositive primary syphilis), 
totaling 85 patients, shows probable cures of 
26 patients observed over a period of twelve 
to forty months. For 6 patients the treatment 
was considered a failure, and 53 patients cannot 
be considered because the observation periods 
lasted less than twelve months. Thirty-six spinal 
fluids were examined in this group after treat- 
ment, and all reactions were negative. 


Group C.—Secondary Syphilis 


Observed twelve to forty months 47 
Probably cured 39 
Treatment failed 8 

Observed less than twelve months 

Total number of patients treated 82 

Total number of cerebrospinal fluids examined 2 

Total number negative for syphilis 4() 


Total number positive for syphilis (of 
which one became negative after further 
treatment ) 2 
Group C (secondary syphilis), totaling 8&2 
patients, shows probable cures of 39 and failure 
in treatment of 8. Thirty-five other patients 
cannot be included in the results because of in- 
sufficient observation (less than twelve months ). 
Forty-two spinal fluids were examined in this 
group, of which 40 reactions were negative and 
2 were positive. One of these fluids showing a 
positive reaction has since become negative with 
further treatment, and in the other instance the 
patient has been lost sight of. 


SUMMARY (GROUPS A, B AND C) 


Leaving out all patients who have been fol- 
lowed for less than twelve months, one may state 
with some confidence that those patients followed 
for from twelve to forty months in whom there 
was no clinical or serologic recurrence were 
probably cured. 


It is not the purpose of this paper to deal with 
minor reactions, such as pain jn the arms and 
chest after the injection, slight variations of 
urobilin or slightly abnormal results of clinical 


DERMATOLOGY 


IND SYPHILOLOGY 

tests, except to say that little technical diff. cy 
was encountered and that laboratory findinys 
the whole were within normal limits. 

Of the 206 patients treated, 13 had a seco; 
course of treatment. Eight seemed to be cur 
with this second course, but 5 did not so respoy 
The number of mucocutaneous recurrences int 
entire series was 7. 


The severity of reactions in this type of trea 


ment makes its general use a doubtful procedu: 
and we regret to report 1 death from hem 


rhagic encephalitis resulting from treatmer: 


The following notes bear on this fatality resu) 
ing from treatment: 


Y. W., a 23 year old Chinese man, was admitted to 
hospital on May 4, 1943, with a primary sore, a posit 
result of a dark field examination and a weakly posit 
Wassermann reaction. Physical examination shoy 
nothing abnormal except the penile sore and a slight 
enlarged inguinal gland. Urinalysis showed the spe 
gravity to be 1.025, with no abnormal findings. Hen 
globin was 97 per cent and the white blood cell cow 
9,600; the indirect van den Bergh test showed 0.8 unit 

On May 10, after the patient had had a ninth injecti 
of oxophenarsine hydrochloride, a slight fever develop 
The next day his temperature was 101 F., and the mor 
ing injection was omitted. It was decided to finish t 
course, and he was given his last dose at 9 a. m. 
May 12. On the evening of May 12 the patient had 
convulsion, fell to the floor and was unconscious. 1 
next morning he was still unconscious. The eyes we 
strongly deviated to the left. The head was somew! 
retracted and resisted flexion but was not stiff. 1 
patient was unresponsive to a pinprick. The right ar 


and leg seemed more flaccid than the limbs on the le’ 


side. Tendon reflexes were present and active. 
right plantar reflex was of the extensor type and t 
left flexor. The pupils were moderate in size and react 
to light. 
was no gross papilledema and no hemorrhage. | 
the evening of May 15, the patient had another convu 
sion, lasting two minutes. He had a temperature 
103 F. There were no further convulsions but t! 
patient died that night. 

A lumbar puncture was made on May 13; the fl 
was clear and the pressure was 190. The Queckenste 
test showed a slow rise and a slow fall. There was 
trace of a Pandy reaction; there were 33 cells. 7 


Kolmer-Wasserman reaction was partially positive; t! 


chlorides were 740 mg. per hunderd cubic centimeters 
Death was thought to be due to toxic encephalopat! 


following treatment with oxophenarsine hydrochlorid 


though permission for autopsy could not be obtained 


Other reactions of some importance in ths 
series occurred in 2 patients with ocular compl 


cations. 


A. D., admitted to the hospital in August 1941, wi 
secondary syphilis, was given six days of treatment wi! 
incident. H 
Wassermann reaction of the blood became negative ! 
In October he was admitted to the hos 


oxophenarsine hydrochloride without 


eight weeks. 
pital with thrombosis of the right inferior vein 
right eye. 
iritis. He suffered from severe acne rosacea, and 


ophthalmologist’s opinion was that the iritis might as! 


The fundi could not be seen well, and ther 


There was a central scotoma and pronounce 
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en due to his infection with acne. The sight has 
rmanently lost in this eye. 

{, \V. was admitted to the hospital with a primary 

positive result of dark field examination and a 

Wassermann reaction. When eight treatments 

) given—that is, when the patient had been under- 

reatment for four days—he began to complain of 

On examination, fine vitreous opacities 

en in both eyes. Both disks were somewhat 

but there was no definite edema. The visual 

ere difficult to measure, but there seemed to be a 

elative central and paracentral scotoma. Both 

; showed some stippling, suggestive of a degen- 

lesion not associated with syphilis. The vitreous 

s might well have anteceded the syphilitic infec- 

ording to a note of Jan. 26, 1943. However, 

this examination, the patient was given fever 

_ and both the disks and these vitreous opacities 

definitely clearer. The patient’s vision also 

roved. 


rrilig vision. 


The interesting reaction of Milian’s ninth day 
rvthema was seen in 6 of our patients. 

ne of our patients (R. B.) was given treat- 
ent in March 1942 and remained free of syph- 


Bis, clinically and serologically, for one year. In 


pril 1943, he married a known syphilitic, and 
me edema of the penis developed and _ his 
Vassermann reaction became positive. He was 
reated again and appears to have been cured 
nically and serologically in twelve months. 
Only 1 patient was treated during preg- 
ancy. Treatment was well tolerated, and the 
aby was nonsyphilitic. 

W., a woman aged 47, received treatment for 
tragenital lip chancre and secondary eruption in 
tober 1942. Treatment was well tolerated, but a 
nth later jaundice was noted. This was thought to be 
{arsenical origin, but on her admission to the hospital in 
1943 an exploratory laparotomy showed a 
arcinoma of the gallbladder with secondary nodules in 
e liver. No attempt was made to remove the growth, 
nd she died a month later. Her Wassermann reaction, 
sted on two occasions when she was in the hospital, 
s reported doubtful and weakly positive. 


THE INTENSIVE TREATMENT OF SECONDARY 
SYPHILIS WITH OXOPHENARSINE HYDRO- 
CHLORIDE BY MULTIPLE INJECTIONS 


The experimental work of Eagle and Hogan ° 
with syphilis in rabbits suggested that tolerance 
large doses of arsenic was dependent, at least 
in part, on the length of time over which it was 
In this work they suggested that even 
arger doses should be given over periods of 
eeks rather than days, thereby lessening the 
tisk of toxic reactions without lowering the 
ances of probable cures. Among the schedules 
' treatment suggested was that of injecting 
xophenarsine hydrochloride (1 mg. per kilo- 


—, 


given. 


Eagle, H., and Hogan, R. B.: Intravenous Drip 


and Other Intensive Methods for Treatment of Early 
lis, Science 95:360 (April 3) 1942. 


Syph 
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gram) three times weekly for five to ten weeks. 

Kighteen months ago it was decided to treat 

patients in the secondary stage of syphilis by a 

course of three weekly injections of oxophen 

arsine hydrochloride (40 to 60 mg.) for ten 

weeks and one injection weekly of bismuth 

(0.2 Gm.) for the same period. 

Secondary Syphilis 

Observed nine months 30 

Probably cured 24 (80%) 
Treatment failed 6 


Total number of cerebrospinal fluids 


examined 1] 
Total number negative for syphilis 9 

(From patients probably cured) 
Total number negative for syphilis 2 


(From patients for whom treatment failed) 


All patients chosen were in the secondary stage 
of syphilis and some had had their infections fot 
many months. Forty-seven patients commenced 
treatment, but since they were outpatients 6 did 
not complete their courses and were lost. In 
1 patient a mild arsenical dermatitis developed, 
and treatment was stopped. The rest of the 
group have had less than nine months’ obser- 
vation. The almost complete freedom from reac 
tion of any kind, even though the treatment is 
intensive, suggests that this plan may be a com- 
promise between the short and the prolonged 
treatments. We suggest, however, that all pa- 
tients be hospitalized during the entire treatment 
to insure its completion. 


ABSTRACT OF DISCUSSION 


Dr. Upo J. Witz, Ann Arbor, Mich.: There is a great 
deal of misconception, certainly among the laity and to 
a certain extent among practitioners, as to just what 
the purpose of the rapid treatment program for syphilis 
is as it has been initiated and carried out by the United 
States Public Health Service. 

This is not an attempt to find a cure for syphilis. No 
form of rapid treatment which applies only to early 
syphilis or to primary, secondary and early latent syphilis 
can in any way be regarded as a cure for syphilis as a 
whole. There is no rapid treatment measure applicable 
as yet, unless one includes penicillin, to the late stages 
of syphilis or to the various forms of syphilitic systemic 
disease. 

The problem initially was this: There was every 
reason to suspect from experience in the last war that 
there would be a tremendous increase in the incidence ot 
syphilis in the civilian population, which would definitely 
reflect itself in the armed forces. The cost of syphilis 
and the other venereal diseases in soldier hours is some 
thing that mounts into stupendous figures. 

For this reason the campaign was initiated through 
the appropriation of the United States Senate and House 
of Representatives, which set aside some $300,000,000 for 
the welfare of the peoples of the various communities and 
states which were not able to finance such enterprises 
or such projects themselves. In this welfare program, 
the control of venereal disease in the lay population was 
considered as an appropriate and proper component. 
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The states were encouraged to apply for federal funds 
to establish, through state agencies, rapid treatment 
centers for the treatment of infectious venereal diseases. 
In states which were unwilling or unable to so operate, 
the federal government was willing to do so. 

It was proposed to isolate in these rapid treatment 
centers patients with communicable gonorrhea, syphilis 
and chancroid during the period of their infectiousness 
and during this period to institute such treatment as 
would render them incapable for the most part of com- 
municating their diseases when they were released. That 
is the project in a nutshell. 

To date there have been established some forty-eight 
of these rapid treatment centers in various parts of the 
United States and of the Caribbean area, with a total of 
something like six thousand five hundred beds. 

There is some objection—I think legitimate objection— 
to all rapid treatment methods. The first objection I 
have is that it is not good medical practice, except in a 
time of national emergency. There is nothing, I believe, 
that requires more individualization than the appraisal of 
a patient with syphilis. Whea one lumps them all to- 
gether and decides that one is going to initiate some 
specific type of treatment, the individual is necessarily 
sacrificed to the whole group. The second objection is 
manifest in the present discussion, The condensation of a 
treatment program, which with conventional treatment 
occupied from eighteen months to two years, into a 
period of a few days or two weeks materially increases 
the toxic reaction incident to the drug. 

I believe, however, that these shortcomings find their 
justification in the fact that during this period there have 
been placed under observation for a period of several 
weeks, sometimes as many as twelve weeks and seldom 
less than a month, patients who were in the communicable 
stage of venereal diseases, and they have been treated 
to the point where they were probably unable to infect 
others. 

The follow-up has been such that one can be reasonably 
sure that the majority of them have been rendered non- 
infectious. 

The sole objection to the multiple syringe injection 
that Dr. Shaffer is using, a modification of the Eagle 
method, is that this is not a hospital procedure. Patients 
so treated in an outpatient department are still capable of 
infecting others while they are footloose and outside the 
hospital ward. The therapeutic results of this method 
compare favorably with those of other rapid treatment 
methods in use. 

Another justification, I think, for rapid treatment 
methods, if one seeks for additional justification, is this: 
It has been shown in dispensary practice that under 
the best conditions about 30 or 40 per cent of patients 
with infectious syphilis will take sufficient treatment to 
render themselves noncommunicating ; then they are lost. 
In any form of rapid treatment that is being employed, 
whether it is one day treatment with fever and oxophe- 
narsine hydrochloride or the five day drip or the Schoch 
method or the modified Schoch treatment which Dr. 
Trow has just reported on, the patients get all their 
treatment in a short time and the matter of case holding 
ceases to be as important as it would be in ambulatory 
dispensary treatment. 


With regard to the fatalities, one may really be sur- 
prised that there have been so few in the circumstances 
in which rapid treatment has been carried out in the 
United States Public Health Service and in the armed 
forces. A few of the officers are trained in venereal 
disease control, and a smaller number can be said to be 
qualified venereologists. Many of the ablest officers 
have been pediatricians, internists, neurologists and gen- 
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eral practitioners, and not a few have been recent vra¢ 
ates with but one year of internship service. Thos 
allocated to this division have had refresher courses « 
instructions, and to my way of thinking it is remarka} 
that they have done so well with the various meth 
used. They are handicapped not only by insufiicie; 
training but by inadequate staff and nursing assistang 

Rapid treatment methods under existing conditions a 
not to be recommended at this time for general medic 
use. The reason is obvious from the previous statemen: 


It is hoped that within a few years, or better a period ¢ 
a few months, such methods may be abandoned in fay; 


of the rapid treatment method now being undertaken wit: 
penicillin. 

In the whole group there has been an incidence 
some 0.3 per cent of fatal encephalopathy. I beliey 


that that is being cut down materially at the preser 


time. 

In perhaps a third of the centers an eight day prograr 
has now been instituted, and to date over 1,000 patien: 
have been treated with no fatalities. Moreover, th 
officers have learned when to stop and when the cor 
traindications or indications are present for cessation ¢: 
treatment. 

I do believe (it was brought out before in the dis 
cussion of Dr. Eagle’s method) that many of th 
patients who have died of the treatment could have bee 
saved had the observers been more experienced. 

Dr. Haroitp N. Core, Cleveland: I was much inter. 
ested in Dr. Shaffer’s paper. Dr. Shaffer has been on 
of the most active men in the United States, I think, i 
this problem of intensive treatment. 

In Detroit, Cleveland and many others of the larg 
cities, the enormous influx of Negroes has created a rez 


difficulty, since from 35 to 40 or 50 per cent of thjeP:' 


cases of syphilis occur among these people. They ar 


difficult to handle; they may take a few treatments an 


disappear from observation, as Dr. Wile has said. 


It is on that account that I agree with Dr. Wil 
that these patients must be hospitalized and that the 
must receive all their treatments while they are in th 
hands of the physician. If he does not give it to them 
then, they will never get it. There will be only abo 
30 per cent of the patients that will finish their treatment: 
with any ambulatory form of treatment. No matte: 
how careful one’s follow-up and how perfect one: 
organization is, there will still be difficulties. 

Major Roy Kile, of the United States Public Healt! 
Service, formerly in practice in Cincinnati, is in th 
Cleveland area. He has done a wonderful job and ha 
aided tremendously in carrying on the work along ths 
line. 

I have just looked over this paper of Dr. Shaffer 
and noted a few salient points. With the Eagle metho 
of treatment that was carried on by the ambulaton 
method, of 352 patients, 194 did not complete thet 
treatments. They received a few injections and wet 
feeling good, and Dr. Shaffer, despite the organiz 
tion he has built up, was unable to find them. That 
what it amounts to. 

With his other plan of ambulatory intensive treatme 
that he used in Detroit, which is a good plan, he & 
succeed in getting 63 of his 210 patients to complet 
their treatments. 

In the Cleveland area there is a hospitalization pl: 
at the City Hospital and at the University Hospite! 
and patients are put in the hospital and given the! 
treatments and then allowed to go out. One will 10 
a good many of them afterward but one knows they hat 
had their treatments at least. 
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' ssociates and I have been employing the Thomas 
giving the patient a daily injection oi an 
| for ten days, with a treatment on the second, 
sixth and eighth days of typhoid paratyphoid 
intravenously administered. Usually the tem- 


Berature will go up to 40 or 41 C. (104 or 104.8 F.). The 


f this method have worked out well. One must 
ese patients carefully. If one does not have a 
rganization, one will have many difficulties and 
unable to carry every patient through to the 
n of the treatment. I believe, however, that 
tment is about the most satisfactory intensive 
of therapy that is available today and that it 
it in about 90 per cent of cures. When the 
has left the hospital, one knows that he has 
treatment and that, by and large, it will be 
tory. 
are now many Negroes coming to the two 
in Cleveland asking for the rapid treatment for 
Of course, the rapidity of treatment will con- 
ne advantage of penicillin, and it may be that 
of penicillin will supplant this intensive treat- 
ith the Thomas-Wexler method. But, certainly 
rtime, with the problem that exists in connection 
Negro population, the hospitals must have beds 
1 se patients and they must be given intensive 
Rherapy, if anything is to be done toward solving the 


lem of syphilis. 
CuHaArLES DENNTIE, Kansas City, Mo.: Is the 
mrsenical given after the fever is beginning to drop? 

Dr. Harotp N. Core, Cleveland: The arsenical is 

ven as nearly as possible at the height of the fever. 

In this connection, I might mention that bismuth 
Mherapy is also given. In the City Hospital such 
tients have been given three injections of bismuth sub- 
late. At the University Hospitals they have been 
ven five injections of bismutal. There have been 
etween 200 and 300 patients treated by this method. 


Dr. Eart D. Osporne, Buffalo: Independently I have 

me to exactly the same conclusion as Dr. Cole has about 

s rapid treatment. Any physician in a large city with 

t floating population, including sailors and Negroes, has 

hospitalize such patients. With the best system 

{ follow-up, one cannot successfully treat more than 
ne third of those patients in a large city. 


\nother plan I have used for some time is to follow 
1) with bismuth. This plan has the advantage of keep- 
ng the patients under observation, if no other. 
| thought Dr. Wile would mention something about 
deaths. When he was in Buffalo a year or so ago, 
asked me about deaths. I said I had had 1 death 
nd 1 near fatality. Immediately he asked if these were 
men and if the women were menstruating. The 
homan who died was a healthy nurse and was menstruat- 
g when the treatment was started. The other patient, 
who almost died, was a man who had his five day treat- 
nt, went home and immediately went on an alcoholic 
Coaucn, 
| As Dr. Wile pointed out, menstruation and alcoholism 
lefinite contraindications to any intensive arsenical 
Dr. Pau A. O’Leary, Rochester, Minn.: About a 
nd one-half ago I was asked to come to Chicago 
| set up a program for the Chicago Intensive Treat- 
t Center. The one day treatment with fever therapy 


hemotherapy has been in use for twenty months, 
up to date about 1,300 patients have been treated 
by this method, of whom 4 have died. They died of 
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shock, primarily heat shock. As far as completion ot 
treatment is concerned, this is certainly the ideal method 
because it is given in one day, although three days are 
required from the time patients enter until they leave the 
hospital. Contrary to the general impression, the suc 
cessful results up to the moment have been about 55 
per cent, or, in other words, there has been a known 
failure incidence of 45 per cent in the year and one 
half iollow-up of a large group of patients. 

It was thought advisable to establish comparable sys 
tems of treating early syphilis, not only because there 
was a vast amount of material but 
some patients were not eligible for the one day plan and 
it seemed advisable to utilize other systems as 
Accordingly, the Schoch system, three injections of 
oxophenarsine hydrochloride a day for ten days, and a 
modified Eagle system, injections of oxophenarsine hy 
drochloride three times a week and of bismuth twice a 
week for eight weeks, were adopted. It was planned t 
give a minimum of 1,200 mg. of oxophenarsine hydr: 
chloride in a period of eight weeks, with a comparabk 
amount of bismuth. 


available becaus« 


well 


The Schoch system was used for some 500 patients, of 
whom 300 completed the course. The successes with the 
Schoch treatment were about 50 per cent, but 
complications as facial edema and fever occurred in 
approximately 18 per cent of the patients. 

With the Eagle system, 515 patients with acute 
syphilis were started on treatment, of whom 173 com 
pleted the course. Only 33 per cent of them completed 
the course, even with the inducement of free room and 
board. 

The intensive treatment of early syphilis is in a state 
of confusion. Every one has a system Of his own, with 
the result that it will be many years before one knows 
the ideal program. In fact, the best intensive plan may 
never be known because penicillin is apparently going to 
produce just as satisfactory results in a shorter time 
with few unfavorable sequelae. In fact, the best results 
noted thus far in my experience in the treatment of early 
syphilis are seen in those patients who receive a short 
course of oxophenarsine hydrochloride followed by 1,200, 
000 units of penicillin and then by another course of 
oxophenarsine hydrochloride. 


such 


The program for treatment of acute syphilis is far 
from settled. As one studies the charts showing the 
results in the treatment of early syphilis, one is surprised 
to discover that most workers report satisfactory results 
in approximately 85 per cent of the cases. This is true of 
the “good systems,” whether given over an eight week 
or an eighteen month period. Accordingly, it would seem 
advisable to spend some effort in trying to determine 
what is wrong with the 15 per cent who seem to fail! 
to obtain a “cure” irrespective of the system employed. 


Dr. A. BENson CANNON, New York: I enjoyed the 
paper by Dr. Shaffer and the one by Dr. Trow and Dr. 
Dixon. Dr. O’Leary’s discussion was excellent and to 
the point. 

I believe with Dr. Wile and Dr. Cole that the ideal 
method of treating a syphilitic patient or a patient 
with almost any disease, for that matter, is by hospitaliza- 
tion. On the other hand, it is not practical to hospitalize 
every syphilitic patient for treatment and I am convinced 
that no method of treating syphilis can ever be universal], 
successful that cannot be applied to ambulatory patients. 
Hospital facilities are not adequate; the expense is too 
great; social and business reasons make it impractical 
for one to confine a patient to a hospital for the purpos« 
of this treatment. I believe that it is necessary to have 
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Int) ARCHIVES OF 

more than one plan of treatment. There should be one 
for the persons with early syphilis who can be _ hos- 
pitalized for treatment given intensively for short 
periods. There should be another one, a bit less intense, 
ior patients who can be kept in the institution for two or 
three weeks, and, finally, one or two other plans that 
will be still less intense than the others and will meet 
the requirements of the office and clinic patients. 

In 1924 and 1925 I was able to observe the records 
ot 800 patients with early syphilis treated by Dr. Kyle 
of Vienna with a course of neorasphenamine followed 
by one of malaria. I was so impressed with the good 
results that he had obtained that I started a similar 
treatment of the patients at the New York City Hospital 
in 1925 and continued that method until three years 
ago. Since that time, I have used a twelve day treat- 
ment with malaria in combination with bismuth, and 
so far there have been no fatalities and the results have 
been good. I have treated patients in the clinic with 
daily injections of oxophenarsine hydrochloride and 
another group with daily injections of old arsphenamine 
in combination with bismuth, completing the treatment 
within seventeen to thirty days. I am convinced that any 
quick cure of early syphilis with arsenic must be 
reenforced with bismuth, or perhaps with fever therapy, 
to be most effective. Not only does one obtain a 
greater percentage of cures when giving the bismuth in 
conjunction with arsphenamine, but one is also able to 
prevent mucocutaneous recurrences, provided that the 
bismuth is given frequently enough and in large enough 
doses over a sufficient period. 

Reactions are surprisingly few considering the in- 
tensity of the therapy. Among 100 patients treated 
daily with oxophenarsine hydrochloride (1.2 to 1.36 
mg.) there was only one serious reaction; 1 patient 
after the ninth injection became semiconscious and had 
several light convulsions, over some eight hours’ time. 
The disappearance of the reaction was as quick as the 
onset; the patient suddenly awoke remembering noth- 
ing and feeling all right. I have just been told of a 
second case, that of a young Negro girl admitted to 
the Presbyterian Hospital with granulocytopenia three 
weeks after being discharged from the New York City 
Hospital, where she had completed her treatment. It 
is probable that other similar cases of severe delayed 
reactions following the intensive arsenotherapy have 
been observed by others, especially of mucocutaneous 
relapses following intensive arsenotherapy. In the last 
three years I have observed 6 patients with mucocuta- 
neous recurrence of syphilis who had been followed for 
a year or longer and reported cured by another insti- 
tution. 

I think it is clear from Dr. Shaffer's paper and also 
from that of Dr. Trow and Dr. Dixon that the greater 
the amount of an arsenical one gives in the shortest 
length of time the more reactions one observes and the 
more serious are the complications. 

I believe with Dr. Cole, Dr. Trow and others that 
any plan of treatment in which one can give the 
minimum amount of arsenic and produce the maximum 
number of cures is a highly desirable one. But, as 
Dr. O’Leary has just brought out in his discussion, we 
all recognize that probably the minimum effective total 
amount of oxophenarsine hydrochloride is something 
like 1.2 Gm.; hence, I think that one is expecting a 
great deal from four injections of typhoid vaccine if 
they have to make up for the deficit in the arsenic. I 
cannot help feeling that the 0.7 mg. of oxophenarsine 
hydrochloride and the four injections of typhoid 


vaccine are insufficient to treat a patient with early 
syphilis, and I suspect that the advocates of the method 
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AND SYPHILOLOGY 
will encounter a great many infectious relapse: 
long periods of observation. 

Dr. Shaffer, Dr. Trow and Dr. Dixon have a 
some especially fine work, and I am certain tha 
results will prove to be most valuable in the treaty 
of syphilis, even though the new curative agent », 
cillin is available. | 

Dr. NorMAN N. Epstein, San Francisco: h 
been interested in the subject of the intensive treatme 
of early syphilis for a considerable period. I d 
however, accumulate such large numbers of cases 
early syphilis for study in San Francisco as hay 
reported here. After the first reports on the five 
treatment showed that this procedure was too toxic ; 
general use and after Thomas showed that with a d 
below 900 mg. of oxophenarsine hydrochloride giy 
by this intensive method serious toxic reactions 
not occur, I thought that perhaps the addition of 
therapy to a program of intensive treatment w 
permit a reduction of the dose to safer limits for ¢ 
reasons: First, artificial fever itself has a spirochetici 
effect provided the particular tissue invaded by : 
organism can be raised to a temperature of 105 or 10¢ 
Second, artificial fever seems to enhance the therapeu 
activity of oxophenarsine hydrochloride. It seems, h 
ever, to increase the toxicity as well. 

Therefore, using my method of fever therapy 
administered 840 mg. of oxophenarsine hydrochlor 
in a period of eight days, combined with three sessio: 
of artificial fever of five hours each, the temperatur 
being elevated to 106 F. 

The twenty-fourth patient, at the completion of | 
treatment suddenly lost the use of both legs. He h 
bilateral paraplegia due to severe myelitis. This pati: 
had received only 840 mg. of oxophenarsine. The do: 
was therefore reduced to 720 mg. This group 
patients, although small in number, has done well. 

The effect of oxophenarsine hydrochloride on Tr 
ponema pallidum can be studied clinically in cases 
arsenic-resistant syphilis. I had 3 such patients referr: 
to me for this intensive method of treatment, and 


each one the lesions disappeared promptly, showing tha 


even this small amount of oxophenarsine, when support 
by three episodes of sustained fever, increases in thera 
peutic efficacy. I believe that the development 
myelitis in 1 of my _ patients indicated that 
toxicity of the drug is increased too. The introducti 
of so many different methods for the intensive treat 
ment of syphilis has led to considerable confusion 
which should be clarified as soon as possible. 


Dr. Upo J. Wire, Ann Arbor, Mich.: How is t! 
fever induced ? 
Dr. NorMAN N. Epstein, San Francisco: The fev 


is induced simply by wrapping patients in blanket: 


This procedure has been described under the title “Th: 


Blanket Method of Inducing Artificial Fever.” 
Dr. G. Downinc, Boston: Nowadays 


rather sorry for the authors who have written book 
This year when a studet" 


on the treatment of syphilis. 
asked me what book to buy on the treatment 
syphilis, I said, “Wait another week.” The thoug 
that occurs to me about all these rapid treatments 
that we are still forgetting that nature is the be 
physician. We are still forgetting the possibility 
building up a natural immunity. I think that. oversig 
has been brought out by the close follow-up at one 
the clinics that I am attending. The Eagle treatme! 
was introduced at that clinic at the very onset. 1! 
patients were treated in the: hospital and were give 
their complete courses in from eight to twelve week 
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TROW-DIXON—OXOPHENARSINE 
noticed that more patients with dark field- 
seronegative syphilis have had serologic relapses 
ve those for whom treatment was started when 
| a positive serologic reaction. Perhaps these re- 
re due to the extreme sensitivity of the Hinton 


OREN W. SuHarFer, Detroit: First, I wish to 
my appreciation to all the discussants for the 
shown in these papers. There are a number of 
[ should like to have had time to discuss more 
hly and which I discussed in greater detail in 
Cr. 
point that Dr. Trow brought out in his paper, 
I possibly should not discuss, was the fact that 
all the reactions in the spinal fluid were 
The same result has occurred in my own 
ience, and it has been rather surprising to me. 
total of approximately 700 examinations of spinal 
made usually at the start of treatment so that the 
of treatment could not be given as the reason 
he negative reaction, I have found only 28 positive 
tions (4 per cent), a figure which certainly does not 
with the literature on the question of the incidence 
positive reactions in the spinal fluid in early syphilis 
ive no explanation for it. 
| should also like to mention the question of treat- 
ment of relapse. In most articles on intensive therapy, 
+ statement is made that in general the results of 
treatment of relapses were as satisfactory as those of 
treatment of original cases. This statement does not 
Bree with my experience. I think that such results could 
hardly be expected. In my series of approximately 100 
patients, when the patients were not cured with intensive 
therapy and were retreated satisfactory results were 
secured in only approximately 50 per cent of such 
atients 

The whole question in this discussion can well be 
summarized as follows: In the first place, short hospital 
methods of intensive therapy are indicated only for 
clinic patients who cannot be held without a lapse of 


r 


ally 


eatment by the standard method. I would certainly 
not propose to use them in private practice. 

Some one asked a while ago what I would do if | 
had it. If I had early syphilis, I certainly would not 
want to take a chance, nor would I want to urge a 
patient who was perfectly cooperative to take a chance 
with intensive therapy. Its use is justified only for 

ose patients experience with whom indicates that a 
high percentage will not complete the treatment or that 
t must be completed in a short period of time. 

My experience with the Eagle method of treatment, 
lthough it is safer and although the end results com- 
pare favorably with the short methods of treatment, is 
‘hat, again, one faces the insurmountable problem of 
ise holding among these patients. Therefore, it is not 


itisfactory at least for the type of clinic patients that 
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one has in Detroit, and that I believe is representative 
of the type of syphilitic patient in any city where there 
is a large Negro population. 

It is necessary to work out some short method of 
treatment with hospitalization. Further improvement 
certainly needs to be made in reducing the toxic effects 
of treatment. Possibly combinations of arsenic and bis 
muth with penicillin will solve this problem. 

Dr. Osborne, after his discussion, said that he wanted 
to call attention to the figures that I cited in reference 
to the Thomas-Bellevue method, a combination of 
multiple injection plus typhoid, and that results cited in 
his printed reports were better than my = statistics 
showed—in other words, better than 90 per cent. | 
have no statement to make on that. I quoted from 
the evaluation study of the United States Public 
Health Service, made from their own. statistical 
partment on the collected reports from the New York 
clinics and the midwestern groups. I can only accept 
them and hope, at least, that they are accurate. Inci 
dentally, I did not have time to explain all of the 
various methods of treatment discussed in my _ paper. 

I believe that Dr. Cannon's multiple injection method 
using arsphenamine was the last one quoted in that 
series. Incidentally, if I had time to go over the details 
on those slides, he would have seen that, next to the 
rapid treatment method with neoarsphenamine, fever 
therapy plus the multiple injection method gave the best 
results of any of the other methods listed in that 
evaluation. 

Dr. H. A. Dixon, Toronto, Canada: There is little 
I can add to what Dr. Trow has told you except 
these few points: The bismuth used was bismuth 
oxychloride, a water-soluble bismuth. There were 161 
men and 45 women treated. 

In the six day course, before treatment was started, 
4 patients had 2 to 4+ reactions for urobilin. We 
were somewhat hesitant but went ahead, and the urobilin 
reactions were negative by the end of the six day course. 

In 3 patients, the van den Bergh reaction was 1 unit 
to 2 units before the six day course was begun but 
were normal by the sixth day. 

The Wassermann reaction became negative in an 
average period of five weeks after the course of treat- 
ment. I think that Chargin, Leifer and Hyman reported 
that the reaction: became negative in an average period 
of twelve weeks after the course—that is, after use of 
the drip method. The results of the tests for hemoglobin 
were all 85 per cent and over. 

The six day intensive, or multiple injection, course is 
still in the experimental stage. It is not suitable for 
general use. Patients must be in the hospital where 
they are under careful observation. 


de 


I wish to thank Dr. Wile and the other members 
for their interesting discussion of this paper. 


| 
at | 

alld 

tha: 

treatn 

rent pe 

h 

treatm 

I do: 
Cases 

lave be 
five 

toxic 

th a q | 

de gi 

tions 
of fe 

it w 
for t 

*hetici 

by t 

or 

erapeut 

ns, hi 

| 

on Tr | 

y ist 

1e reve 

lankets 

I at 

1 book 

studen 

ent 

thoug 

ents 

bes 

lity 

ersignt 

one 

tmet 

giver 

weeks 


ONYCHOMYCOSIS AND 
TRICHOPHYTON 


ASPERGILLUS 


MAJOR 


AND 


LIEUTENANT WILLIAM 5S. 


FIRST 


SANITARY CORPS, 


lo our knowledge, multiple infection of the 
nails with more than one species of fungus has 
never before been reported. The presence of a 
Trichophyton and an Aspergillus together is 
unusual in human tissue. Onychomycosis caused 
by the genus Aspergillus alone is extremely rare ; 
in fact, the aspergilli have usually been con- 
sidered, and often are, contaminants of myco- 
logic cultures. There are only a few recorded 
instances of fungous infections of the nails attrib- 
uted to the aspergilli and related fungi. 

The first case reported was that of Emile-Weil 
and Gaudin,’ in 1919. Sartory * reported a case 
in 1920 and Ota * another in 1923. Sartory and 
co-workers * reported another case in 1930. 
Smith® reported a case in 1934. From 1934 
until 1941 no other cases were published. 


In 1941 Bereston and Keil ® reported the last 
case of aspergillosis of the nails to be found in 
the literature, and for the first time the organism 
concerned was found to be Aspergillus flavus. 
This organism was identified after having been 
isolated repeatedly, and its identity was con- 
firmed by Dr. Charles Thom, principal mycol- 
ogist, United States Department of Agriculture, 
since retired. A careful search of the literature 
since 1941 has revealed no further investigative 
work in this field. 

1. Emile-Weil, P., and Gaudin, L.: Onychomycosis 
causées par Sterigmatocystis unguis, Arch. de méd. 
expér. et d’anat. path. 28:465, 1919. 

2. Sartory, A.: Sur un champignon nouveau du 
genre Aspergillus isolé dans un cas d’onychomycose, 
Compt. rend. Acad. d. sc. 170:523, 1920. 

3. Ota, M.: Sur une nouvelle éspéce d’aspergillus 
pathogéne: Aspergillus Jeanselmei, Ann. de parasitol. 
92137, 1923. 

4. Sartory, A.; Sartory R.; Hufschmitt, G., and 
Meyer, J.: Un cas d’onychomycose provoquée par un 
Eurotium nouveau: Eurotium diplocyste n. sp., Compt. 
rend. Soc. de biol. 104:881, 1930. 

5. Smith, L. M.: Aspergillus Infection of the Nails, 
Urol. & Cutan. Rev. 38:783, 1934. 

6. Bereston, E. S., and Keil, H.: Onychomycosis 
Due to Aspergillus Flavus, Arch. Dermat. & Syph. 44: 
420 (Sept.) 1941. 
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Thom and Church * have criticized most 
case reports of aspergillus infection of the 
as well as of other tissues, on the ground t! 
they lacked data on the careful identification 
the cultures and that clinical information | 
often fragmentary. 

In view of the extreme rarity of human ink 
tion with aspergilli, we felt that our prese 
case was worthy of being reported. The fa 
that for the first time Aspergillus nidulans wa 
isolated from a human patient with onych 
mycosis and that Trichophyton rubrum was als 
present added to its interest. 


REPORT OF A CASE 


A white officer, aged 38, was seen by one of 
(E. S. B.) in an outpatient dermatologic consultatia 
early in June 1944. He gave a history of having ha 
no trouble with the skin until fourteen months pre 
viously, while stationed at an airfield in Alabama 
when he first noticed a thickening of the nail of the let 
great toe. This lesion was followed several months late 
by a thickening of the nail of the middle finger of the 
left hand. Thereafter the nails of the right great te 
and the index and little fingers of the left hand h: 
also become involved. During the past six months t 
skin of the toes and soles of both feet had been scalinz 
The patient noticed that the affected nails became brit 
and crumbled in their distal portions. He had pr 
viously received treatment with an ointment of benz 
and salicylic acid, without improvement. 

On examination the skin of the feet and toes shov 
occasional vesicles and patches of superficial exfoliatio: 
located chiefly on the plantar surfaces of both tee 
The nails of both large toes were brittle, had a grayis 
green discoloration and were crumbling in their dist 
portions, The nails of the index, third and little finger 
of the left hand were similarly affected but to a less¢ 
degree than the toe nails (fig. 1). 

Scrapings of all nails were made and sent to t 
laboratory for direct examination and culture. A clini 
diagnosis of onychomycosis of the affected finger a 
toe nails and of dermatomycosis of the feet was ma¢ 
The patient was told to scrape the nails each day w" 
the edge of a glass slide and to apply thereafter 1!) 
cent ammoniated mercury ointment. Castellani’s sol 
tion was ordered to be applied daily to the affected sk 


7. Thom, C., and Church, M. B.: The Aspergi! 
Baltimore, Williams & Wilkins Company, 1926. 
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the s and feet. These treatments were carried out 
for two months. Roentgen therapy to the 
nails was instituted and was given in four 
treatments to equal a total dose of 600 r with a 

iluminum filter. 
itient was observed for a period of three months, 
ng this time the skin of the toes and feet 
mpletely but the nails did not improve at all, 
ite the treatment carried out, as will be shown 
tly, they still yielded positive evidence of fungi 

t and cultural examination. 

tory Observations——Scrapings oi the affected 
| nails were taken with great care by scraping 
ce material directly into sterile Petri dishes, 
r to avoid contamination. These specimens were 
rectly to the laboratory, where representative 
were inoculated into Sabouraud’s dextrose agar, 
lt wort agar and corn meal agar, according 
the nail fil the routine procedure of this laboratory. Ten per 


und ' ssium hydroxide hanging drop slides were then 
catioy | and examined directly and after standing over- 
cm The results of nineteen different samples taken 
nai period of two months are shown in the table. 
specimens were taken only from underlying por 
an inte the nails after the outer portions had been 
preset away. The fungi found cannot therefore be 
The fa 
lans was 
onych 
was als 
ne of 
nsultatior 
ving ha 
nths pre 
Alabama 
f the let 
nths late 
er of the 
great toe 
mand h: Fig. 1—Characteristic appearance of onychomycosis 
onths t hands and feet. 
1 scaling 
shige 1 to result from spores lying on the surface of the 
eae issue. In addition, the patient was receiving roentgen 
y and local therapy with fungicides during the entire 
vo months of laboratory study. From the table it can 
» show seen that of sixteen samples from the nails taken 
foliatio ver a period of two months fourteen yielded positive 
oth te lence of fungi on direct microscopic examination in 
Bt )*' BB) per cent potassium hydroxide solution after standing 
al on wenty-four hours. Three samples of skin from the feet, 
: ariel ken two weeks apart, were all positive for fungi on 
a fess" rect examination and on culture. Forty of the sixty 
future tubes inoculated with specimens of the affected 
to issues (skin and nails) yielded the species of Asper- 
clinic Forty-nine of the sixty cultures yielded in addi- 
ger a" Bon a species of Trichophyton. Twelve tubes inoculated 
mac" specimens from unaffected nails, as controls, yielded 
ay erowth. 
7 EE Direct microscopic examination of the affected nails 


SC" large number of the positive specimens examined 
ted Se" Bhowed two separate and distinct types of mycelium: 
é, the thin Trichophyton type; the other, the thicker 
villus type. 
cultures on the four types of mediums employed 
wed two separate types of fungus growth (fig. 2). 


pergil 
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rhree to five days after inoculation and incubataion at 
room temperature there appeared a slight grayish my 
celium which in a few days became a light green fluffy 
colony with yellow and greenish powdery spores on the 
surface. This was considered to be an Aspergillus. 
One to two days after the appearance of the aspergillus a 
white cottony growth also appeared in the culture tubes. 
This was identified as,a species of Trichophyton. 

Samples 11, 12 and 13 were controls taken from what 
appeared to be unaffected nails and were negative for 
fungi on culture, although on direct examination one 
specimen showed septate hyphae. 

Specimens of the two organisms which were isolated 
were sent to Dr. C. W. Emmons, principal mycologist, 
United States Public Health Service, National Institute 
of Health, Bethesda, Md., for exact identification. He 
identified them as T. rubrum and A. nidulans. Dr. 
Emmons stated that he felt the Trichophyton to be the 
cause of the onychomycosis and that the aspergillus was 
either a contaminant or a secondary invader in already 
diseased nails. 


Fig. 2.—The tube on the left shows a culture of T. 
rubrum; the tube on the right, a culture of Aspergillus 
nidulans. Both organisms can be seen growing on the 
Petri dish. (Official photograph, Signal Corps, United 
States Army; from the photographic laboratory, 
WSCTC, Camp Kohler, Calif., no. 9SC-44-K-969). 


COMMENT 


This case is of particular importance not only 
because of the multiple infection but because 
of the fact that one of the organisms, A. nidu- 
lans has never been reported before as a cause 
of human onychomycosis. Swartz * mentioned 
that an Aspergillus related to A. nidulans has 
been found in a mycetoma of the black-grained 
type. 


8. Swartz, J. H.: Elements of Medical Mycology, 
New York, Grune & Stratton, Inc., 1943, p. 153. 
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Onychomycosis due to the species of Tricho- 
phyton is common, but we wish to point out 
the fact that aspergilli can be a cause of human 
onychomycosis, either alone or in combination 
with other species of fungi. 

In the present state of knowledge, aspergilli 
are considered by most mycologists to be cul- 
tural contaminants, although, as has been stated, 
the literature records examples of pathogenic 
infection of human tissues with these organisms. 

The fact that each time that the Aspergillus 
appeared in our cultures it appeared simulta- 


Results of Mycologic Examinations 


Culture 
Sabou- 
raud’s 
Sam Corn Dex- 
ple, Direct Meal trose Malt Wort 
Date Site Taken Microscopie Agar Agar Agar Agar 
ae Right foot; nail Positive A-T A-T A-T A-T 
7 Left foot; nail Negative A-T A-T A-T A 
if 3 Right foot; nail Positive Neg. Neg. Neg. Neg, 
4 Left foot; nail Positive Neg. Neg. Neg. Neg. 
5 Left hand; nail Positive ‘i T T yy 
Left foot; nail Positive T T T 
Left hand; nail Positive T uy T 
Left foot; nail Positive <A-T A-T AT A-T 
fo Right foot; nail Positive A-T A-T A A 
10) Left hand; nail Positive AT AT AT A-T 
I t Left foot; nail 4 Negative Neg. Neg. Neg. Neg. 
12 Right foot; nail+t Positive Neg. Neg. Neg. Neg. 
Tefthand; nailt Negative Neg. Neg. Neg. Neg. 
. ‘4 Left foot; skin Positive A-T A-T A-T A-T 


15 Left foot; skin Positive A-T A-T A-T A-T 


16 Right foot; skin Positive A-T A-T A-T A-T 
17 Left foot; nail Positive A-T A-T A-T A-T 
18 Right foot; nail Positive A-T A-T A-T A-T 


19 Left hand; nail Positive Neg. Neg. Neg. Neg. 


* A, Aspergillus nidulans; T, Trichophyton rubrum. 
+ Negative controls (samples of apparently normal nails). 


neously in all the tubes inoculated precludes the 
idea that it was an incidental contaminant. The 
laboratory has handled large numbers of myco- 
logic cultures and has never obtained more than 
an occasional contamination with  aspergilli 
(W. S. W.). Rockwood,’ in studying onycho- 
mycosis, pointed out in 1930 that in 1 case each 
of fifteen separate inoculations of myvcologic 
mediums with material from one nail yielded an 
Aspergillus. She commented on the unlikeli- 


9. Rockwood, E. M.: A Study of Fungus-Infected 
Nails, Arch. Dermat. & Syph. 22:395 (Sept.) 1930. 
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hood that the Aspergillus was a contamina 
fifteen separate occasions. 

A clinical feature 
(E. S. B.) case of onychomycosis ju 
A. flavus * was the greenish discoloration 
involved nails. This greenish deep-seated 
coloration of the nail plates was also seen in; 
present case. The discoloration in this cas 
believed to be due to the growth of the -\s), 
gillus in the nail plates. Trichophyton. in 
tions of the nails do not show this distinc: 
discoloration. 


observed by one 


The rarity of superficial aspergillosis rai 
the question as to what weakness in tissue re: 
tance or abnormality of metabolism in the | 
permits the initial growth of these fungi. 
would certainly appear that the normal hu 
hody is naturally resistant to such omnipres 
fungi as the aspergilli. In the case repor 
here—it is possible that the common pathog 
T. rubrum was the primary invader, lower) 
tissue resistance for a secondary invasion of t 
apparently less pathogenic Aspergillus. If this 
true, it would be likely that there are more 
such multiple mycoses than are reported. 1 
might be explained by the fact that many my 


logic laboratories, as mentioned before, consi¢: 


an Aspergillus in a culture as a contaminant a 
might well report it as such, if they reported 
all, when it occurred in combination with 
Trichophyton. However, the fact that sup 
ficial aspergillosis is not ordinarily produc: 
experimentally supports the contention 

lowered tissue resistance is necessary for 
establishment. All our attempts to produ 
experimental infection of normal rabbit cla 
by inoculation with A. nidulans failed. Previu 
similar attempts with A. flavus in guinea pigs | 
3ereston and Keil ® also failed. In addition, th: 


patient, whose infection was caused by A. flavu: 
had a chronic severe bilateral pulmonary tube: 


culosis which definitely lowered tissue resistant 


Therefore, aspergilli may be primary or seco! 
dary invaders of the nails and skin; however, : 


either case general or local diminished tiss 
resistance is a factor. 

In contradiction to the aforementioned 
pothesis, we may cite those few confirmed cas 


of aspergillosis in which no other fungus we 


recovered. In them a nutritional or metabo! 
dysfunction in the host might be considered 


the cause of the lowered tissue resistance ' 


lieved to be 
aspergilli. 


necessary for invasion by) 


siglogic dysfunction or a lowered tissue resista! 


caused by a primary invasion by another inns’ 


or by bacteria. 


Most likely a combination of the: 
two theories explains the infection, either ph! 
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SUMMARY AND CONCLUSIONS 


ole fungous infections of the human nails 
, can occur, and a case of their occur- 
is studied. 

was found in conjunction with 

. in onychomycosis and dermatomycosis. 

rmer may or may not have been the 
invader. 


nidulans was identified for the first time 


use of onychomycosis. 


AND DERMATOMYCOSIS 


OSTS 


The aspergilli are apparently _not always 
merely contaminants of mycologic cultures and 
although probably only mildly pathogenic for 
human beings they can invade human tissues 
under proper conditions. 

It is hoped that this report will stimulate 
mycologists and dermatologists to study the 
aspergilli in their role as cutaneous pathogens 

2239 Eutaw Place, Baltimore. 


533 San Esteban Avenue, Coral Gables, Fla 
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UNDECYLENIC ACID | 


ARTHUR L. SHAPIRO, M.D., 


The difficulties encountered in the evaluation 
of a fungicidal agent were well discussed re- 
cently by Goldman and his co-workers.’ These 
authors pointed out that it is not possible to 
observe and control outpatients critically and fre- 
quently enough and that yet, if studies are car- 
ried out on hospital patients, the rest in bed 
creates artificial conditions “not similar to actual 
conditions under which the infection is usually 
acquired or aggravated or treated.” 

This study is based exclusively on outpatients. 
We felt that it was easier to-surmount the short- 
comings of control of such patients than to ac- 
count for the beneficial effect of rest in bed, the 
extent of which is an unpredictable factor, 
making all conclusions uncertain. 

In contrast to the studies made by Goldman 
and his associates, in this study only patients 
proved to have a fungous infection by scraping 
and/or culture were included. It is our firm 
conviction that the diagnosis of dermatomycosis 
of the foot must be made microscopically. The 
clinical differentiation of dyshidrosis from fungous 
infection is difficult, if not entirely impossible. 
Fungicidal agents which are well tolerated in the 
vesiculopustular form of dermatomycosis may 
often prove strong irritants in dyshidrosis. 
These agents, therefore, may be discredited as 
fungicides, and, vice versa, drugs without any 
fungicidal properties may be praised because 
they are found to have some beneficial effect on 
nonmycotic dyshidrotic eruptions. 


A common error in the management of derma- 
tomycosis is the application of the strongest pos- 
sible fungicidal agent. The general practitioner 
often misjudges the irritability of the skin as 
well as the degree of disinfecting power required 
for treatment. 


The requirements of a suitable fungicidal 
preparation are: 


From the Section of Dermatology, Department of 
Medicine, University of Chicago. 

1, Goldman, L.; Henningsen, A. B.; Ringelman, 
N. P.: Fox, H. H., and Hesselbrock, J.: Evaluation 
of a Fungicidal Agent for Fungous Disease of the 
Feet, 
1943. 


Arch. Dermat. & Syph. 47:569-573 (April) 


TREATMENT OF 


N THE 
DERMATOMYCOSIS 


AnD STEPHEN ROTHMAN, M.D. 


TIC AGO 


1. It should be able to kill the 


fungi. 


part 


2. It should be able to penetrate to tl 
ticular location of the fungi. 

3. It should not irritate the skin in the part 
ular phase of the disease in which it 1s applie? 

A great number of drugs have been recor 
mended for topical treatment of 
fungous infection on the basis of their fungicid: 
action in vitro. Among them, iodine and sul 
head the list; whereas nonirritating mercur 
preparations, such as ammoniated mercury, a: 
of no value, and aniline dyes, such as gent 


superti 


violet medicinal, are effective only in treatmen 


of monilial infections. 

Salicylic acid in itself has no great fun 
cidal power. Its action, however, is favora 
because of its keratolytic effect. It causes 
shedding of the horny layer, thus mechanic: 
removing a great number of fungi. In additi 
it facilitates the penetration of a fungicide wi 
which it is combined. Ointment of benzoic a: 
salicylic acid acts on this principle, but, in « 
experience, benzoic acid is a rather poor ant 
mycotic agent in clinical use and moreover it 
often irritating. 


A new therapeutic principle was introduced 1 


1938 by Peck and Rosenfeld,? who found tha 


organic fatty acids occurring in sweat have co! 
siderable fungicidal action without any irritatin: 
effect.2 They found that the sodium salt 

undecylenic acid has the strongest fungicide 
action of all tested fatty acids and their salts 


2. Peck, S. M., and Rosenfeld, H.: The Effects 
Hydrogen Ion Concentration, Fatty Acids and Vitamir 
C on the Growth of Fungi, J. Invest. Dermat. 1:237 
265 (Aug.) 1938. 

3. A number of scattered references to the ant 
mycotic action of fatty acids can also be found in t! 
literature of earlier decades. Clark, J. F.: On the 
Toxic Effect of Deleterious Agents on the Germina 
tion and Development of Certain Filamentous Fung 
Botan. Gaz. 28:289-327 and 378-402, 1899; Electrolytic 
Dissociation and Toxic Effect, J. Physiol. Chem. 3: 
263-316, 1899. Kissel, A.: Recherches sur I’action ¢e 
divers acides and sels acides sur le developement ¢t 
l’aspergillus niger, Ann. Inst. Pasteur 27:391-420, 191: 
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vlenie acid, an unsaturated fatty acid with 
bon atoms, has the formula CH, :CH 


H )..COOH. Its melting point is 24.5 C., 


boiling point 155 C. (at a pressure of 10 
mercury ). 


River and Greathouse * found undecylenic 


self highly fungicidal. They stated that in 
ologous series of fatty acids the activity 


is proportionate to the length of the aliphatic 


in up to 11 carbon atoms. It also has been 
1° that unsaturation increases the fungi- 


atic effectiveness of a fatty acid. Thus, un- 
cylenic acid and its salts seemed to be the most 
fective compounds in this series. 
During the past two years we tested a prepa- 


consisting of zinc undecylenate (20 per 


nt) and undecylenic acid (5 per cent) in a 


yet 


1.—Clinical Form of Dermatomycosis, Cultural Obs 


Diagnosis Cultural Resu 
itomycosis of feet. T. gypseum.. 
T. purpureum 
E. inguinale...... 
M. albicans. = 
Microscopie evidence only 


Total, 
(tinea corporis) T. gypseum.... 
Microscopie evidence only 


acruris and axillaris.. M. albicans..... 
Microscopic evidence only 


Total.. 
M. albicans. 


Microscopie evidence only 


* Observed less than four weeks. 
+ In this case Fusarium was found on culture. 


inishing emulsion base (py 6.5).° The follow- 


no 


is a report on our results with this prepara- 
which will be referred to in the paper as 


ndecvlenate ointment. 


TI 


{ 
+ 


en 


CLINICAL MATERIAL 


© material studied comprises two groups of per- 


the first consisting of 100 regular outpatients of 
linic with known fungous infections and the second 


Rigler, N. E., and Greathouse, G. A.: The 
istry of Resistance of Plants to Phymatotrichum 
Rot: VI. Fungicidal Properties of Fatty Acids, 
|. Botany 27:701-704 (Oct.) 1940. 


. Hoffman, C.; Schweitzer, T. R., and Dalby, G.: 


static Properties of the Fatty Acids and Pos- 
Biochemical Significance, Food Research 4:539- 
Nov.) 1939. 

[he material for this study was supplied by the 
rch Department of Wallace and Tiernan Products, 
Belleville, N. J. 


of 102 healthy Army Air Corps students examined for 
dermatomycosis of the feet. The 50 members of the 
second group with known fungous infections could be 
observed for a period of from one to four weeks only, 
whereas for the clinical group we attempted to establish 
a longer observation period. Because of this difference 
the two groups will be discussed separately. 

\ll patients selected for treatment were given a jar 
of undecylenate ointment and were advised to rub it 
thoroughly into the affected areas once daily. For 
those with dermatomycosis pedis all interspaces were 
treated without regard to clinical appearance. 

The clinical form of the dermatomycosis, the find- 
ings on culture and the results of therapy in the out 
patient group are summarized in table 1, 


DERMATOMYCOSIS PEDIS 
In the group with dermatomycosis pedis were 
included patients with vesicular, vesiculopustular, 


ervations and Results of Therapy in the Outpatient Group 


Results of Therapy 


Nutnber of Complete 


Its Cases Clinieal Cure Improved Failure 

21 1s hg 2 
4 l 
9 

26 MH 

th 4 4 
1 
4 4 
4 0 
] 

5 

‘ 6 0 0 
] 
4 ] 
4 
0 


erosive, dry scaling, macerated and fissuring and 
hyperkeratotic forms. The therapeutic results 
were the same for all these forms except that 
the improvement was slower in the hyperkera 
totic form. Erosions remaining after rupture of 
vesicles and bullae and fissures were not. re- 
garded as contraindications for treatment with 
the undecylenate ointment, which was well 
tolerated in such cases even if the erosions 
and fissures were rather extensive. However, 
no fungicidal treatment was initiated in cases of 
dermatomycosis with extended diffuse, oozing 
dermatitis with or without secondary infection, 
and such cases are not included in our study. 
The effect of undecylenate ointment was con- 
spicuously rapid in producing symptomatic relief 
as well as reducing the signs of inflammation for 
59 of 63 outpatients. Most patients stated 
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that itching stopped overnight immediately after 
the first application. The spread of the process 
was also completely checked, and fungi could 
not further be demonstrated microscopically or 
culturally after treatment had been initiated. 
The time necessary for achieving complete clin- 
ical cure is shown in table 2. The table demon- 
strates that in the great majority of the cases 
(86 per cent) complete clinical cure was accom- 
plished within four weeks. 


Paste 2.—Distribution of the Time Periods Required 
fog the Complete Clinical Cure of 
Dermatomycosis Pedis 


No. of Weeks No. of Cases Per Cent 
13 22.8 
9 15.8 
Divas 3 5.2 
9 to 12 2 3.5 


* Hyperkeratotie form. 


Attempts were made to compare these favor- 
able results with results obtained by older 
routine methods. Patients were asked to apply 
the investigational ointment on one foot and an 
ointment of 2 per cent salicylic acid and 3 per 
cent sulfur incorporated into the same ointment 
base on the other foot simultaneously. In a few 
cases comparisons were made with  sulfur— 
salicylic acid ointments of higher concentration 
and with Castellani’s paint. 

There were 18 patients concerning whose in- 
fections a definite opinion could be formed from 
such comparative experiments. For 10, unde- 
cylenate ointment proved to be superior to the 
older preparations; for 7, equal, and for 1, in- 
ferior. Superiority of undecylenate ointment 
manifested itself in more rapid effect and in non- 
irritation. In addition to these results of simul- 
taneous parallel experiments observed by us, the 
majority of our patients stated that undecylenate 
ointment was definitely superior to any other 
preparation they had used previously. 

After complete clinical cure was obtained, one 
group of patients was asked to continue treat- 
ment for a longer period and another group 
was put on observation without treatment. In 
the first group, 20 patients were followed during 
an observation period of from one to twenty 
months (table 3). All patients who treated 
themselves continuously remained completely 
free of signs and symptoms. Repeated micro- 
scopic and cultural examinations yielded nega- 
In the second group, 12 patients 
Four of them 


tive results. 
could be satisfactorily checked. 


DERMATOLOGY 


AND SYPHILOLOGY 

had no relapses during an observation jer; 
of two, seven, ten and eleven months, resp 
tively, after cessation of treatment. hr 
patients had relapses three, five and eig 
months, respectively, after clinical cure 
achieved. Five patients had numerous reaps 
during observation periods longer than one yea 
All these patients stated that clinical cure 
relapses was easily accomplished on resunipt; 
of treatment but that new lesions appeared s: 
after cessation of treatment. 

Although the number of patients in this gro 
who could be followed long enough, unjort 
nately, is small, the following conclusions \ 
safely be made: 

1. Relapses can regularly be avoided by 
tinuous treatment. 

2. Complete clinical cure achieved by ¢ 
fungicidal preparation does not protect ayain 
relapses after treatment has been discontinue 

Two thirds of our patients who discontinu 
treatment had recurrences some time during thy 
observation period. Of course, it could not 
determined whether these recurrences were 1 
lapses from quiescent foci or newly acquir 
infections. It certainly was a new infection 
two of our patients from whose lesions differe: 
species of pathogenic fungi were grown on cu 
ture during the first eruption and during th: 
“relapse.” In general, it is difficult to decid 
whether a new eruption represents relapse | 
new infection, because the source of infectici 


Taste 3.—Duration of Follow-up Period in 
No Relapses Occurred After Clinical Cure 


Months Number of Cases 
l 
1 
9. 4 

1 
20. 1 


though not ubiquitous, is extremely widesprea 
in this country. 


In 4 of the 63 patients the fungous infectio1 
could not be cleared up with the investigational 
preparation. 


The first patient had an infection with Trichophytos 
purpureum involving the interspaces of toes and _ nails 
There was no clinical improvement of the skin 
one month of treatment with undecylenate ointment 
During the following two weeks no improvement was 
achieved with an ointment of 5 per cent sulfur anc 
2 per cent salicylic acid. Subsequently, an ointment 
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ing 10 per cent sulfur and 5 per cent salicylic 
ught about clinical cure of the skin. 
second patient presented a_ vesiculopustular 
of the toes, from which Trichophyton gypseum 
wn on culture, and eczematoid lesions of the 
which did not contain fungi and which were 
sed as dermatophytids. Contrary to advice, this 
applied the investigational ointment not only 
toes but also to the “id” lesions. The treatment 
| in a violent irritation of all lesions and in the 
ik of a new vesicular dermatophytid on the arms. 
vas the only patient in whom irritation and 
ation were caused by undecylenate ointment. 
Scrapings from scaling lesions of the toes of the 
i patient showed questionable spores, and the cul- 
yielded Fusarium; this fungus is generally re- 
carded as nonpathogenic. The investigational prepa- 
tion was found clinically ineffective after two weeks, 
subsequently the application of an cintment of 10 
+ cent sulfur and 3 per cent salicylic acid resulted 
n complete clinical cure within three weeks. 
T. gypseum was grown on culture of materials from 
the lesions of the toes of the fourth patient. Application 
{ undecylenate ointment did not check the spread of the 
process. Similarly the application of sulfur-salicylic acid 
intment failed. The patient notified us that the dermato- 
mycosis was finally cleared up by some proprietary 


remedy. 


The failure in treatment of the first patient 
might have been interpreted as an indication 
that undecylenate ointment is not effective in 
infections with T. purpureum, which, in general, 
are relatively resistant to any kind of treatment. 
However, in our only other case of such infec- 
tion, the response was satisfactory. Also, in 
vitro experiments indicated that undecylenic acid 
and its salts are highly effective against T. 
purpureum. Therefore, the effect of undecyle- 
nate ointment on this particular fungus needs 
further investigation. 

The case of the second patient illustrates that 
when there is a high degree of allergy, partic- 
ularly in the presence of “ids,” the greatest 
‘aution is required in application of any fungi- 
cidal agent, including undecylenate ointment. 

It is impossible to interpret satisfactorily the 
failure in treatment of our third patient. Fusa- 
rium, like a mold, possibly suppressed the de- 
velopment of a therapeutically resistant patho- 
venice species on the culture medium. 

The case of the fourth patient represents an 
utright failure of the preparation in treatment 
i common “athlete’s foot” infection. Of course, 
ve cannot be sure that the patient strictly fol- 
‘owed the instructions given him. 

In the group of Army Air Corps students, 
\02 persons either gave a positive history of 
‘ungous infections or presented clinically sugges- 

signs of dermatomycosis pedis. From 50 
‘the 102 patients positive microscopic and/or 
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cultural evidence of the fungi was obtained.’ 
In 15 patients the fungi were demonstrated both 
nucroscopically and culturally ; in 25 they were 
seen microscopically but not culturally, and in 10 
they were seen culturally but not microscopically. 
These statistics indicate that both microscopic 
and cultural methods should be used in order 
to obtain maximum aid from the laboratory. 

In the 25 instances in which fungi were grown 
on culture they were identified as follows: T. 
gypseum 8, Monilia albicans 10, Epidermophy- 
ton inguinale 5, Sporotrichum (nonpathogenic ) 
1 and Cephalosporium (nonpathogenic) 1. 
These cultural observations are combined with 
those of the outpatient group in table 4. 


Taste 4.—Cultural Observations in Dermato- 
mycosis Pedis 


Organism Number of Cases 


Cephalosporium............... 1 
62 


The 50 members of the group with positive 
evidence of fungi were treated for from one to 
four weeks. Twenty-nine patients could be re- 
examined within the four weeks of treatment. 
Complete clinical cure was achieved for 14 pa- 
tients and clinical cure with questionable rem- 
nants of scaling for 12 patients, and 3 patients 
still had an active infection. No difference in 
the response to the fungicidal agent according 
to cultural result was noted. 


The opinion of the members of the group as 
to the efficacy of the undecylenate preparation 
as compared with that of previously used prep- 
arations was as follows: undecylenate ointment 
definitely superior, 15; equal 3; inferior, 0, and 
no basis for comparison, 11. Previous types of 
remedies included ointment of benzoic and sali- 
cylic acid, Castellani’s paint, mercurial prepara- 
tions and various proprietary remedies. 

In addition to the efficiency of the undecyle- 
nate preparation, the vanishing emulsion base 
was regarded by most of the soldiers as the most 
pleasant and convenient method of application. 


7. At the time of examination many students were 
using some kind of routine treatment (ointment of 
benzoic and salicylic acid, powders and so forth), and 
this treatment may account for the fact that the organ- 
ism could be recovered in only about 50 per cent of 


the cases. 
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TINEA CIRCINATA (TINEA CORPORIS ) 

This group includes 9 patients with clinically 
typical and microscopically proved ringworm of 
the glabrous, nonintertriginous skin. On culture 
of materials from the lesions of 3 patients 
Microsporon audouini and of 2 T. gypseum were 
grown. In culture of materials from the lesions 
of the remaining 4, no pathogenic fungi grew 
on Sabouraud’s medium. For the patients in- 
fected with M. audouini, complete clinical cure 
was achieved with the undecylenate ointment 
within a few days, and no relapse was observed 
within two months. 

The infection with T. gypseum of the glabrous 
skin was not so well influenced. For 1 patient 
with an erythematosquamous ringworm lesion, 
treatment had to be continued for two months 
before complete clinical cure obtained. 
Treatment of the other patient, with a vesiculo- 
pustular ringworm lesion, was a complete 
failure ; the spread of the vesiculopustular border 
was not checked by undecylenate ointment, and 
irritation was present. After ten days the treat- 
ment had to be changed to application of a 2 
per cent solution of iodine in benzene and an 
ointment of 3 per cent sulfur and 2 per cent 
salicylic acid. This treatment resulted in com- 
plete clinical cure after five days. 

The great difference in efficiency of undecyle- 
nate ointment in treatment of T. gypseum infec- 
tions of intertriginous and nonintertriginous re- 
gions is not well understood, and our material 
has not been sufficient to allow us to draw any 
conclusions. 

In treatment of the 4 patients whose lesions 
showed no cultural growth of pathogenic fungi, 
undecylenate ointment definitely failed. Sub- 
sequently, clinical cure was achieved in a few 
days by combined application of a 2 per cent 
solution of iodine in benzene and ointments con- 
taining from 3 to 10 per cent sulfur and from 
2 to 3 per cent salicylic acid. It is difficult to 
interpret these cases, because the causative agent 
of the infections is unknown. In culture of 
materials from 2 patients bacteria grew in the 
culture tubes, from 1 mold and from 1 Fusarium. 
Some pathogenic species might have been sup- 
pressed by these saprophytes, because in direct 
microscopic examination of scrapings hyphae 
and spores were seen such as are found in scrap- 
ings in which pathogenic fungi are present. 
However, the pathogenic fungus probably was 
not T. gypseum, because this species is not easily 
suppressed by secondary infection. 


TINEA CRURIS AND AXILLARIS 


Regardless of the nature of the causative agent 
(table 1), for these 6 patients with intertriginous 


DERMATOLOGY 


AND PSYCHIATRY 

localization of the infection undecylenate oin: 
ment effected rapid clinical cure in one to fi 
weeks. No relapse was observed in this gro 
In 2 patients the mycotic process had s)reg 
from the flexural surfaces to the nonintertrig 
nous skin and had involved rather extensj 
areas. Nevertheless, the cure was surprising 
rapid in these localizations, too. 


ONYCHOMYCOSIS 


All 9 patients with fungous infection of : 
nails were advised to file down and trim | 
nails before applying the ointment. Grinding 
with a dental drill was done in the clinic. 

No complete clinical cure was achieved 
application of undecylenate ointment, but dei- 
nite improvement was noted in 6 
(table 1). In treatment of 3 of these 6 patients 
undecylenate ointment was superior to gentia 
violet medicinal, an iodine solution in benzen 
strong sulfur—salicylic acid ointments and 2 
per cent chrysarobin ointment used previous! 
One patient who had been treated continuous 
for one and half years with fungicides withow 


improvement was particularly benefited by t 
new drug. 

In treatment of 3 patients undecylenate oin 
ment was ineffective in spite of continuation 
treatment for several months. Subsequently, | 
patient was improved slightly by chrysarobi 
ointments; the 2 others were not benefited | 
sulfur—salicvlic acid ointments and by a 2 
cent solution of iodine in benzene. 


TINEA CAPITIS 

Eleven patients with tinea capitis, all inte 
tions caused by M. audouini, were treated. | 
has been a generally accepted view that infe 
tion with the microsporon of human origin, ; 
contrasted with infection with M. lanosum, o 
animal origin, cannot be eradicated by fungicida 
preparations alone but that temporary epilatio’ 
of the scalp by roentgen rays has to preced 
fungicidal treatment. In our experience, thi 
view has been found to be true in general, bu! 
there have been patients who could be complete! 
cured by application of strong sulfur ointment: 
without preceding epilation. Livingood an 
Pillsbury * stated that in their series of 1(é 
cases of M. audouini infection of the scalp 2’ 
per cent of the patients were cured withot! 
roentgen epilation. 

Among our 11 patients, all of whom were fr 
quently checked by examination under fluores 


8. Livingood, C. S., and Pillsbury, D. M.: Ring 
worm of the Scalp, J. Invest. Dermat. 4:43-57 (Feb 
1941. 
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‘ht and microscopically, 3 were completely 

by undecylenate ointment. Eight were 
red. To make comparison, subsequent 
unsuccessful treatment with undecylenate 

nt the & patients were given strong 
fur salicylic acid ointments. The result was 
letter; so roentgen epilation was indicated. 


ADDITIONAL OBSERVATIONS 

In treatment of 1 patient with tinea versicolor, 
patient with erythrasma and 1 patient with 
sranulating eroded cutaneous lesions of cocci- 
joidal granuloma, undecylenate ointment was 
neffective. 

Early in this study, undecylenic acid and its 
ne salt were also tried in a dusting powder 
ise (zine undecylenate 20 per cent, undecylenic 
id 2 per cent, in purified tale U. S. P.) in 
‘reatment of dermatomycosis pedis. The re- 
its were similar to those obtained with the 
ntment when the powder was massaged vigor- 
usly into the skin. This procedure, however, 
is obviously more difficult for the patient to 
rry out than was massage with ointment. 
fherefore, the results were variable, and the 
ethod was far more unreliable than that in 
which the ointment was used. In a few cases, 
indecylenate powder was given to the patients 
r prophylactic purposes, and no relapses were 
reported during the period in which it was used. 


SUMMARY AND CONCLUSIONS 


|. A new fungicidal preparation containing 
2) per cent zinc undecylenate and 5 per cent 
indecylenic acid in vanishing emulsion base (px 
6.5) was tested clinically on a total of 150 pa- 
nts with dermatomycosis presenting positive 
microscopic and/or cultural evidence of fungi. 
The group of patients with dermatomycosis 
‘the feet included 113 patients. Among 62 
i grown on culture in this group, 46.7 per 
were T. gypseum; 3.2 per cent were T. 
purpureum, 12.9 per cent were FE. inguinale; 
10.6 per cent were Monilia, and 6.2 per cent 


ung 
ent 


vere fungi usually considered to be nonpatho- 
genic 

The other clinical forms of dermatomycosis 
vere represented by substantially smaller groups. 


2. Complete clinical cure could be achieved 
with the undecylenate preparation within four 
veeks for the great majority of patients (86 
per cent) with dermatomycosis pedis, regard- 


less of the species of causative fungi. Relapses 
did not occur if treatment was continued. 

This result does not indicate that the new 
preparation is far superior in fungicidal action 
to older standard preparations, particularly to 
sulfur-salicylic acid ointments. fact, com 
parative experiments have shown that the new 
preparation is only slightly superior to sulfur 
salicylic acid preparations. However, the unde 
cylenate oimtment is less irritating than any other 
preparation of similar fungicidal strength. We 
never would risk initiating treatment with tinc- 
ture of iodine or sulfur-salicylic acid ointments 
of the required strength for patients with ex- 
tended vesiculation, erosions, rhagades and 
edema of the feet, whereas this can be done with 
the undecylenate ointment without the slightest 
danger of irritation. The virtue of the new 
preparation is that it is nonirritating and _ still 
strongly fungicidal. 

3. In treatment of tinea cruris and_ tinea 
axillaris, also, complete clinical cure was accom- 
plished easily with the undecylenate prepara- 
tion, regardless of the causative agent. In this 
group complete absence of any irritating action 
was noted as particularly important because of 
great irritability of large flexural surfaces. 

4. Against tinea circinata the results so far 
are not entirely satisfactory. We are unable 
to explain the less favorable effect of unde 
cylenate ointment on nonintertriginous skin as 
compared with the skin of intertriginous regions. 

5. Infection of the glabrous skin with M. 
audouini in adults and children responded ex- 
tremely well. In addition, 3 out of 11 patients 
with tinea capitis caused by M. audouini were 
cured by the undecylenate ointment, so that 
roentgen epilation was not necessary. 

6. In treatment of onychomycosis our results 
were not encouraging.® 

Dr. George M. Lewis, of Cornell University, and 
Dr. C. W. Emmons, of the United States Public Health 
Service, identified several species of nonpathogenic 
fungi. 

J. K. Anderson and W. E. Parker, of the Athletic 
Department of the University of Chicago, arranged 
for us to examine the Army Air Corps trainees. 

Dr. Zachary Felsher and Miss Dorothy Shaw gave 
technical assistance. 

9. Since this paper was submitted, the fungicidal 
action of undecylenic acid has been favorably reported 
on by A. B. Hillegas and E. Camp (J. Invest. Dermat. 
6:217-226 [June] 1945) and by M. B. Sulzberger, H. C. 
Shaw and A. Kanof (U. S. Nav. M. Bull. 45:237-248 
{Aug.] 1945). 
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POLYCYTHEMIA WITH AN UNUSUAL ERUPTION 
ALBERT STRICKLER, M.D. 
PHILADELPHIA 
Two cutaneous manifestations have been spleen were enlarged. The blood had a hy 
described in association with polycythemia: a uric acjd content. The blood count showe 
purplish redness of the gums, due to a high erythrocytes, 5,000,000 to 5,800,000; hem 


concentration of hemoglobin, and a_ papular 
urticarial eruption with a surmounting vesicle 
or pustule occurring in crops, decidedly itchy 
and with bloody crusts. This eruption has un- 
fortunately been termed acne urticata polycyth- 
aemica (Kaposi). Up to the present about 
12 cases have been reported. 

Klauder* reported an instance of such an 
eruption in a patient who presumably suffered 


globin content, 110 per cent, and leukocyte 
20,000. In the differential count, there wer 
90 per cent polymorphonuclear leukocytes, 4 pe: 
cent lymphocytes, 2 per cent eosinophilis and ‘ 
per cent myelocytes. 

Criteria justifying a diagnosis of polycythemi 
are a change in appearance, enlargement oi ¢! 
spleen and excess of red corpuscles in the blo 
The superficial blood vessels, capillaries an 


pie 


Polycythemia accompanied with a dermatitis-herpetiformis-like eruption. 
from polycythemia, although there was some veins seem full, and the skin is alwa): 
doubt as to whether the disease might have been congested. The engorgement of the face ma} 


leukemia. The patient was a white woman, 
aged 58, who suffered from an itchy papular 
eruption which persisted and which occurred 
in crops. The primary lesion was an urticarial 
papule with a vesicle of pustule on top. The 
patient had hypertension, and the liver and 


From the dermatologic clinic, the Skin and Cancer 
Hospital, Albert Strickler, M.D., Director. 

1. Klauder, J. V.: Acne Urticata Polycythaemica, 
Arch. Dermat. & Syph. 38:145 (July) 1938. 


be extreme and may extend to the conjunctiva: 
The spleen is usually enlarged, hard and painless 
The polycythemia is variable, the red blood cel 
count ranging from 7,000,000 to 12,000,000 o: 
even 13,000,000 per cubic millimeter. Th: 
hemoglobin level ranges up to 150 per cent, but 
the color index rarely reaches 1. A moderate 


2. Osler, W.: Principles and Practice of Medicine 
edited by H. A. Christian, ed. 14, New York, D. Apple 
ton-Century Company, Inc., 1942, p. 969. 
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STRICKLER—POLYCYTHEMIA 


@evat on of leukocytes is the rule. The com- 
gon -\mptoms are headache, dizziness, pares- 
desi. paresis and paralysis. In the differential 
is of polycythemia one must consider 
ogenital heart disease, emphysema and_ poi- 
Suing from coal tar products. 


REPORT OF A CASE 


a white man, aged 54, reported at the Skin 
Cancer Hospital, complaining of an eruption of 
year's duration. The eruption started at the navel, 
{ to the axillas and groins and finally covered 
entire body. 

in dermatologic examination the face presented 
gested patches, which persisted; the nose was en- 
reed and presented dilated capillaries. The conjunc- 
$vas were suffused and the eyelids swollen. Especially 
the axillas and in the groins there were marginated 
hes consisting of small vesicles, pinhead sized to 
pea sized, situated on an erythematous base. They were 
Mosely aggregated and caused no decided subjective 
omfort. The vesicles had a pearly appearance and 
sely simulated dermatitis herpetiformis; some were 
sstular. On the extremities in various areas there 
re groups of vesicles without definite arrangement. 

e mucous membranes were not involved. 


hysical Examination—The following abnormalities 
were observed: slight emphysema of the lungs with 
po rales; slight enlargement of the heart, with the heart 
$ounds good and regular; a decided enlargement of 
tie liver and the spleen, both of which were firm and 
painless, and generalized adenopathy. 
ratory Studies——The blood counts were as fol- 
hws: The hemoglobin level varied between 119 and 
| per cent; the erythrocytes remained about 6,400,000 
tbic millimeter. The differential count showed 


cent lymphocytes. The number of blood platelets 
s 220,000 per cubic millimeter. The sedimentation 
as 0.25 mm. after sixty minutes. The blood 


! 
j 
per cent polymorphonuclear leukocytes and 13 to 16 
) 


4. 


ERUPTION l 


UNUSUAL 


WITH 


chemistry was as follows: sugar, 100 mg.; urea nitro- 
gen, 23 mg., and uric acid, 5 mg. The Wassermann 
and Kahn tests elicited negative reactions. A culture 
of the lesions yielded Staphylococcus albus. The urine 
contained a trace of albumin and hyaline and granular 
casts. 

Histologic Examination —One of the lesions was ex 
cised for histologic study and a section of skin was 
stained with hematoxylin and eosin. The report is as 
follows: 

Epidermis: The stratum corneum is present in most 
of the lesion, except for one area in which there is 
evidence of ulceration, and in this area there is para- 
keratosis as well as a polymorphonuclear leukocytic 
infiltrate. In another area in the epidermis there is a 
focus of infiltration by inflammatory cells which have 
not broken through to the surface. The rete is acan- 
thotic, and its cells show intercellular and intracellular 
edema. The epidermis-dermis junction is normal. 

Cutis: The blood vessels are greatly dilated, and 
many contain red blood cells and some fibrin. Collec- 
tions of red cells are seen here and there outside the 
blood vessels. The infiltrate, which is diffuse and high 
in the cutis, consists of lymphocytes and connective 
tissue cells, epithelioid cells, mononuclear and_ poly- 
morphonuclear leukocytes, eosinophils and plasma cells. 
The eosinophils are numerous, and many of them are 
eosinophilic plasma cells. In the midcutis a similar 
infiltrate is seen largely about the blood vessels. The 
lumens of the blood vessels do not present any decided 
abnormality. The sweat apparatus is apparently normal. 

Treatment.—With high voltage roentgen irradiation 
and frequent bleedings the eruption has almost entirely 
disappeared, except for the lesions in the groins, which 
are also showing great improvement.. 


SUMMARY 
A vesicular eruption simulating dermatitis 
herpetiformis occurred in a patient suffering 
from polycythemia. 


327 South Sixteenth Street. 
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CREEPING 


RESULTS OF TREAT 
CAPTAIN FRANK A. DOLCE 
MEDICAL CORPS, ARMY 


The treatment of creeping eruption by freez- 
ing the larvae in situ with either ethyl chloride 
spray or solid carbon dioxide is well known. 
Although this method is effective, it is tedious in 
cases of widespread involvement and is not effi- 
cient in controlling the intense itching until all 
the larvae are killed. In addition, we do not use 
this form of treatment on severely excoriated and 
secondarily infected areas. A method of treat- 
ment which would quickly control the itching 
and could be promptly used in all cases would be 
a distinct advancement in the therapy for this 
disease. 

The recent reports in the literature of the 
successful use of fuadin in the treatment of creep- 
ing eruption by Smith,’ Wilson? and Rubin * 
suggested that this is the method of choice. We 
therefore treated a group of 14 patients with 
creeping eruption with fuadin to determine the 
efficacy of this method. We wish to report our 
results with this group and to review the recent 
literature on the subject. 

Smith? reported the successful treatment of 


creeping eruption with fuadin in a boy 2'% years 
old. Treatment was stopped after eight injec- 
tions. The dose used was 2 cc. Wilson * reported 
the successful treatment of creeping eruption 
with fuadin in a series of 8 cases. In 5 cases the 
patients were cured after one injection, and in 
2, the patients were cured after two injections. 
Rubin * reported the case of a soldier with thirty- 
two larvae who was treated with twelve injec- 
tions of fuadin. 
treatment only one larva was present, which was 
destroyed with ethyl chloride spray. Blank,* on 
the other hand, reported a case in which treat- 
ment was unsuccessful after ten injections of 
fuadin. 


i. Smith, D. C.: The Treatment of Creeping 
Eruption with Sodium Antitomy Biscatechol (Fuadin), 
J. A. M. A. 123:694 (Nov. 13) 1943. 

2. Wilson, J. F.: The Treatment of Creeping 
Eruption with Fuadin, J. Florida M. A. 30:425 (April) 
1944. 

3. Rubin, S. S.: Creeping Eruption, J. A. M. A. 
124:668 (March 4) 1944. 

4. Blank, H.: Use of Fuadin in Creeping Eruption, 
J. A. M. A. 123:989 (Dec. 11) 1943. 


At the end of this course of 


ERUPTION 


MENT WITH FUADIN 
AnD MAJOR JOHN E. FRANKLIN 
OF THE UNITED STATES 


We have used fuadin in treatment of a gr 
of 14 patients with creeping eruption. 1 
group consisted of military personnel or the; 
dependents. There were 12 adults and 2 ¢| 
dren. All gave a history of either spending cc; 
siderable time on the sand along the beaches 
Florida or walking barefooted on damp soil. 7 
diagnosis was made from the characteristic cli 
ical picture of an advancing tortuous erythen 
tous burrow with an erythematous papule 
the advancing end and associated with sever 
itching. No attempt was made to identify t 
larva. It was assumed that the larva was th: 
of the Ancylostoma braziliense. The number 
larvae present varied from one in 2 patients : 
well over one hundred in 2 patients. Three | 
tients had three larvae ; 5 patients had ten larva 
1 patient had thirty larvae, and 1 patient | 
thirty-six larvae. 

The plan of treatment was to give the patie 
2 cc, of fuadin the first day, and if there we: 
no symptoms of intolerance the dose was | 
creased to 5 cc. the next day and was continu 
daily for five days. No one received more tha 
5 cc. of fuadin in one dose. The children receiv 
one half of this dose. If more than five injection 
of fuadin were decided on, it was then give: 
every other day. The injections were given dee 
into the gluteal muscle. The urine was examine 
prior to each injection. The patients were que: 
tioned in regard to relief of itching at each visi! 
The involved area or areas were examined ea 
time. The number of injections given to ea 
patient and the results are shown in the 4 
companying table: 


Results of Treatment 


Number of Number of 


Injections Patients Results 
13 1 No effect 
10 1 No effect 
6 2 No effect 
5 7 No effect 
8 1 Improved 
5 2 Cured 


Two patients were completely cured with fuadin 
and 1 was improved. This patient had ha 
thirty-six larvae prior to treatment. At th 
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*DOLCE-FRANKLIN- 


ion of the course of treatment only six 
ng pruritic burrows remained. Treat- 
ith fuadin was stopped after eight injec- 
ecause the patient complained bitterly of 
and said that it interfered with sleep. 
itients whom we previously had classified 
ing been successfully treated with five in- 
s of fuadin returned several weeks later 
currence of itching and reactivation of the 
at the original sites. There was no reduc- 


the number of larvae present. In these 2 


ve considered that treatment nad failed and 


it the sites had been reinfested. We were 
d in this opinion because it would be 
improbable for a reinfestation to occur at 
with the same number of 
and because at the completion of the 


of treatment a number of mildly pruritic 


ipules corresponding to the original number of 


irvae 


were present. These papules were re- 
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garded at that time as highly suggestive of con- 
taining resting larvae. All the patients for whom 
treatment had been unsuccessful were treated 
with either ethyl chloride spray or a local ap- 
In the 2 
patients cured with fuadin, the relief of itching 
This both 
patients after the second injection. 


plication of solid carbon dioxide. 


Was immediate. relief occurred in 

It is our opinion from this rather small group 
of patients that the use of fuadin as employed 
by us in the treatment of creeping eruption is 
inferior to the older methods of freezing the 
larvae. We have found this method effective 
in too few cases to continue its further use. 


SUMMARY 


The results of treatment with fuadin of 14 pa- 
tients with creeping eruption were unsatisfactory 
in all but 2 instances. 
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XERODERMA 
ADDITIONAL NOTES ON THE SIX CASES 


PIGMENTOSUM 


OF DR. MAYRAND AND DR. GAUMOND 


MADGE THURLOW MACKLIN, M.D. 


LONDON, ONTARIO, 


After the publication of the article on xero- 
derma pigmentosum which appeared in_ the 
March 1944 issue of the Arcuives,’ Dr. Gau- 
mond, of the city of Quebec, called my attention 
te a family on which he had first reported in 
1934 * and again, with Dr. Mayrand, in 1936 * 
and in which there were 6 children affected with 
this disease. The journals in which these ac- 
counts appeared, together with many others, 
were not available, and hence this family was 
omitted from the analysis in that paper. Dr. 
(saumond sent me a copy of the report; the par- 
ents of the family of .14 children, 6 of whom 
had xeroderma pigmentosum, were first cousins. 
The sex of some of the normal offspring was not 
given. I asked Dr. Gaumond to furnish me with 
the data (1) as to the sex of all the children in the 
family and (2), if possible, as to the manner in 
which the parents were related. He was able 
to secure the first item Jf information, but he 
was not able to obtain the second because the 
family did not live in Quebec and apparently did 
not understand his question by correspondence. 

I appealed to Mr. Georges Lachapelle, a 
French Canadian student in the University of 
Western Ontario Medical School, for assistance, 
asking him to obtain the information for me, if 
possible by a direct visit to the family or to the 
parish priest of the locality. His sister, Dr. 
Pauline Lachapelle, of Mont Laurier, (Quebec, 
made a round trip of 80 miles (128 kilometers ) 
to the village in which the family lived, inter- 
viewed the mother and obtained for me _ the 
desired information. Because I have encountered 
no other family in which as many as 6 children 
were affected and in which the manner of the 
relationship of the parents was given, I am pub- 


From the University of Western Ontario Medical 
School. 

1. Macklin, M. T.: Xeroderma Pigmentosum: Re- 
port of a Case and Consideration of Incomplete Sex 
Linkage in Inheritance of the Disease, Arch. Dermat. & 
Syph. 49:157 (March) 1°44. 

2. Gaumond, E.: Xeroderma Pigmentosum, Bull. 
Soc. méd. d. hop. Universitaires de Québec, February 
1934, p. 79. 

3. Mayrand, R., and Gaumond, E.: Xeroderma Pig- 
mentosum. Six cas: Quatre freres et deux soeurs 
d'une méme famille, Bull. Assoc. d. méd. de lang. frang. 
de l’Amérique du Nord, January 1936. 


CANADA 


lishing, with Dr. Gaumond’s permission 
additional information received from him 
the sex of the normal offspring and from | 
Lachapelle as to the manner in which they wer 
related, in order that this information may 
made available for those who wish to study 
distribution in such families in the future. 

It will be noted that the father’s father and 
mother’s mother were brother and sister. T| 
the defective gene, if xeroderma pigmentosun 
partially sex linked, came to the father, Th. Bi 
through his father, Jo. Bou. One would expe 
only sons to be affected if there were no crossing 


as | 


n ¢ 


? 


Generation I. 1. Lo. Pru. Name unknown 


Fab. Bou. 4. Hel.? Maiden name unknown. 5. Mar 
Kir. 6. Fra. Gag. 
Generation II. 1. Ad. Pru. 2. Jo. Bou. 3. Lez. B 


4. Mar. Kir. 
Generation IIJ. 1. Del Gir. 2. Ovide Bou. 3 
30u., died at 51 of pneumonia. 4. Phi. Kir. 
Generation IV. 1. Ovila Bou. married in 1938 to 


first cousin, 2. Ber. Bou., who was born in 1907. 3. | 
Bou. born 1908. 4. Leo, affected, born 1909. 5. | 
affected, born 1910. 6. Leo, affected, born 1911. 7. Arm 
born 1913. 8. Rom. born 1916. Married in 1940 t 
who is not related to him. 10. Pa. born 1920. 11. Ro: 
born 1921. 12. Phi., affected, born 1923. 13. Ant 


affected, born 1923; not a twin to 12. 14. Ev., affect 
born 1926. 15. Jea., born 1928. 16. Died, aged 1 da 
17. Six miscarriages occurring at the period of three 
four months and occurring before the birth of 16. 
White symbols represent normal persons; black sy! 
bols represent persons affected with xeroderma pi 
mentosum. Squares represent males and circles female: 
The saw-toothed lines joining males and females indica! 
consanguineous marriages. III, 3 and III, 4 were fir 
cousins. IV, 1 and IV, 2 are doubly related, being fir 
cousins because they are the offspring of brothers a 
being second cousins because they are the offspring 
first cousins, III, 2 and III, 4. As yet there are no of 
spring of these two marriages in the fourth generation 
Parts of the names of these persons have been includ 
so that should the disease reappear in subsequent gene’ 
ations the identity of this pedigree with that new 
reported could be determined, but not enough has bet 
given to reveal the identity of the family otherwise. 
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sant, but viewed in the light of the data furnished 


MACKLIN—XERODERMA 


the sex chromusomes or more sons than 


\¢ 

Haughicrs to be affected if crossing over had 
Becurred. The latter was the case, + sons being 
Biectce| and only 2 daughters. One would expect 
that balf of the sons would be affected, and, 


this is true. There were 8 sons who lived, 
: these, + became affected. In the families 
Seported on in the earlier paper,’ when the defect 
presumably came through the Y chromosome, as 
evidenced by the fact that only males were 
Giected, or when it was known that it did come 
ghrough the Y chromosome because the manner 
‘relationship of parents was known there was 
q excess Of males. When the reverse was true 
Bnd the defect came to the father through the 
\ chromosome, there was an excess of females. 


mit is known, despite the fact that crossing over 


accurred twice in this family, that the defect was 
Kerried in the Y chromosome if the defect is 
partially sex linked. There were 9 boys and 5 
girls, an excess of males. This is in accord with 
what was found in the other families. 

[here were six miscarriages, and it may be 
rgued that had the sex of the fetuses been 
nown it might have made a more even distribu- 
nof males and females. This may be true, but 
ere is always an excess of males among miscar- 
rages in general; hence it would seem likely 


that this family had been producing an excess of 


Taken alone, this might not be signifi- 


}y the other families observed, it would seem that 
this family is conforming to the rule that more 


males, both normal and affected, are produced 


hen the defect comes through the Y chromo- 
some. 

Qne more point may be made here. Had this 
jamily stopped somewhere short of the tenth 
child and had the manner of relationship of the 
parents not been known, one might have as- 


ssumed that it was through the X chromosome 


that the father received the defective gene, since 

there were 2 girls and only 1 boy affected and 

hecause one would expect crossing over to occur 
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less often than non-crossing-over. If the gene 
for this disease is incompletely sex linked, as 
Haldane * has maintained, crossing over occurred 
twice out of three times in the first group of 
this family. In the last three times in which the 
children were affected, all were boys and there 
was no crossing over of the defective gene. It 
may be that when the assumption has been 
made that the gene came through the father’s 
male parent, because of an excess of affected 
males, or through the father’s female parent, 
because of an excess of affected females, the 
assumption has not always been correct. 


SUMMARY 


Additional data have been supplied regarding 
the family reported on by Mayrand and Gau- 
mond, which show that the father, who was first 
cousin to his wife, was related to her through his 
father, who was her maternal uncle. The de- 
fective gene came to him in the Y chromosome 
of his father, if xeroderma pigmentosum is in- 
completely sex linked. 

There were 14 children in the family, 4 af- 
fected males, + unaffected males and 1 male who 
died at the age of 1 day. There were 2 affected 
females and 3 unaffected females. One of the 
unatfected daughters has married a first cousin, 
the son of her father’s brother. “There are as yet 
no offspring from this marriage. 

Because 2 of the 6 affected persons were 
females, the crossing over value was 33.3 per 
cent. 

Dr. Emile Gaumond called my attention to this 
family. Mr. Georges Lachapelle enlisted the assistance 
of his sister, sent me additional material and gave me 
permission to publish it. Dr. Pauline Lachapelle made 
the trip to the home of the family and secured the addi- 
tional information as to the mode of relationship of 
the parents and the data on the marriages in the fourth 
generation, togethér with the mode of relationship of 
two of the members who have married. 

4. Haldane, J. B. S.: A Search for Incomplete Sex 
Linkage in Man Ann. Eugenics 7:28 (June) 1936. 
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TREATMENT OF ICHTHYOSIS 


CAPTAIN HYMAN H. GORDON 


MEDICAL CORPS, ARMY 


The results of treatment in 2 cases of ich- 
thyosis in soldiers are presented in this paper. 
The report of Rapaport, Herman and Leh- 
man! suggested a vitamin A deficiency as an 
etiologic factor of ichthyosis. High oral doses of 
A, 60,000 to 200,000 units daily, pro- 
results in all the 6 


vitamin 
duced favorable clinical 
patients treated. In 5 cases, biophotometric tests 
indicated vitamin A subnutrition. Rapaport sug- 
gested that the basis might be a hereditary dis- 
order of vitamin A metabolism. Improvement 
with vitamin A was noted in one month and was 
progressive. When treatment was stopped there 
was regression. In 1 case in Rapaport’s series 
there was no response to oral treatment, but con- 
siderable improvement was obtained with intra- 
muscular injections of vitamin A. In this series 
bile salts did not improve visual dysadaptation. 

Another plan of treatment was reported by 
L.jungstrom.*? This author noted that in a patient 
with severe ichthyosis, sites of excessive perspi- 
ration were free of lesions. A treatment of daily 
baths in 3 per cent sodium chloride solution 
followed by application of 10 per cent sodium 
chloride in hydrous wool fat was able to keep 
the patient symptomless for five months. 

My 2 patients were treated by these two 
plans, singly and combined. In addition, bile 
salts and neostigmine were used for the follow- 
ing reasons: Spector, McKhann and Meserve ® 
reported that the absence of bile salts is a large 
factor in the interference with the absorption of 
vitamin A. Flax, Barnes and Reichert * showed 
that augmented absorption of vitamin A occurred 
when gastrointestinal motility and tone were 


1. Rapaport, H. G.; Herman, H., and Lehman, E.: 
Treatment of Ichthyosis with Vitamin A, J. Pediat. 21: 
733-746 (Dec.) 1942; correction, ibid. 22:120 (Jan.) 
1943. 

2. Ljungstrom, C. E.: Eine einfache und wirksame 
Therapie bei Ichthyosis, Acta med. Scandinav. 108:98- 
105, 1941. 

3. Spector, S.; McKhann, C. F., and Meserve, E. R.: 
Effects of Disease on Nutrition: Absorption, Storage 
and Utilization of Vitamin A in Presence of Disease, 
Am. J. Dis. Child. 66:376-395 (Oct.) 1943. 

4. Flax, L. J.; Barnes, M., and Reichert, J. L.: 
Vitamin A Absorption and Its Relation to Intestinal 
Motility in Fibrocystic Disease of Pancreas, J. Pediat. 
21:475-484 (Oct.) 1942. 
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increased with neostigmine in the presence 

cystic fibrosis of the pancreas. Popper, Steigma: 

and Zevin * concluded that the plasma vitamin 

levels are related to the efficiency of absorptio; 

from the intestine. 
REPORT OF CASES* 

Case 1.—A soldier aged 23 complained of an itching 
dry, scaling skin, present as long as he could remember 
The summer season was said to bring complete relief 
symptoms, and improvement would be maintained by 


Results of Treatment 


Kind of 
Treatment 


Date of 
Case Treatment Result 
No improvement up 
ti] 8/20/43; begin- 
ning desquamation 
Decided improv 
ment, with desqua 
mation on thighs 
and arms 
No further change 


1 7/19 to 8/20/43 Multivitamin cap? 
sules (20,000 units 
vitamin A) 
8/20to 9/ 3/43 50,000 units vitamin 
A concentrate 


9/ 3to 9/17/43 Same; discontinued 
9/17 

10/25 to 12/ 6/43 100,000 units vitamin 
A daily; discontin- 
ued 12/6 


Complete regressioz 
from September t 
October; slight im 
provement with 
100,000 units 

4/ 6to 4/10/44 100,000 units vitamin Decided desquama 

A; bile salts and tion 
neostigmine; daily 

3% NaCl baths and 

10% NaCl in hydrous 


wool fat 
4/10 to 4/26/44 Same; diseontinued Improvement of 5) 
4/26 of ichthyotie area 


2 T/llto 7/31/44 Daily 3% NaCl baths Good; clearing of 
and 10% salt in hy- 
drous woo] fat 

(sweating formula) 
8/ 1 to 8/14/44 200,000 units vitamin Good; further clear 
A; bile salts and ing 
neostigmine 
8/l4to 9/ 1/44 Combined of two 
preceding methods 


Complete clearing 


going to warm climates in the fall and winter. Th 
relief lasted sometimes for several years. No familia 
incidence was elicited. 

Physical examination revealed a dry, scaly skin, gen 
eralized below the neck, but worse on the extensor sur 
faces of the arms and legs and around the waistline 
The general health was unaffected. 


Vitamin A in multivitamin capsules was given in 4 


dose of 20,000 U. S. P. units daily. From July 19 t 
July 30, 1943 there was no improvement. On August 2 
there was slight improvement with beginning desquama 


tion, and the administration of 50,000 units of concen- 
Decided improvemen' 


trated vitamin A was started. 


5. Popper, H.; Steigman, F. and Zevin, S.: On 


Variations of Plasma Vitamin A Level After Adminis 
tration of Large Doses of Vitamin A in Liver Disease 
J. Clin. Investigation 22:775-783 (Nov.) 1943. 
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was giver. 
December 6, and treatment was discontinued until April 
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squamation on the thighs and arms was noted on 
septe ober 3. Up to September 17 there was little 


‘yrth ~ change, and by then the supply of vitamin A 


vas exhausted. Treatment could not be continued until 
yetober 25. At that time there was a regression to the 


state prior to treatment, and 100,000 units of vitamin A 


There was only slight improvement by 


1944. On this date, 100,000 U. S. P. units of vita- 
with 10 grains (0.65 Gm.) of bile salts and 
tigmine methylsulfate, 1: 4,000, was given in addition 
daily baths in 3 per cent solution of sodium chloride, 
ed by 10 per cent sodium chloride in hydrous wool 
uur days later decided desquamation was noted. 
\pril 26 a definite improvement of 50 per cent of 
taneous area was estimated. 
Thereafter, treatment was irregular. Regression would 
ur within a month after the stopping of treatment. 


Caspr 2.—A soldier aged 19 reported with an eruption 


oresent since birth. The lesions were elevated, wartlike 


brown pigmented. The skin intervening between 


the areas of horny nevus was dry and scaly. The diag- 


was ichthyosis hystrix. A younger brother had 


, similar disease. 


[Treatment was started on July 11, 1944. Daily salt 
ths and ointment were given. On July 31 the lesions 
| largely disappeared from the arms, legs and ab- 
men. On August 1 this sweating treatment was 
topped, and vitamin A was given in doses of 200,000 
S. P. units daily with 10 grains of bile salts and 1 
mpule of 1: 4,000 solution of neostigmine methylsulfate. 


From August 1 to August 14 further clearing of the 
ichthyosis occurred about as rapidly as with the previous 
sweating therapy. After August 14 a combined therapy 
was instituted, and by September 1, fifty-one days after 
treatment was initiated, all lesions had cleared. In the 
table are summarized the methods of treatment and the 
response in both cases. 


SUMMARY AND CONCLUSIONS 

Two types of successful therapy for ichthyosis 
have been developed: (a) the sweating treat- 
ment of Ljungstrom consisting of daily baths in 
3 per cent sodium chloride solution followed by 
10 per cent sodium chloride in hydrous wool fat 
and (6) vitamin A in high daily doses, up to 
200,000 units, with bile salts and neostigmine. 

It is felt that bile salts and neostigmine favor- 
ably influence the utilization of vitamin A and 
are valuable in the treatment of ichthyosis as 
well as other conditions accompanied with defec- 
tive vitamin A metabolism. 

Cessation of treatment in case 1 caused a re- 
gression in a short time. 

In view of existing shortages of vitamin A, a 
simple and workable therapy for ichthyosis, the 
sweating treatment, can be an adequate substitute 
for vitamin A therapy. 


| 
| 


I 
| 
{ 
C Of | 
t 
lemar 
In | 
rptior 
ent up 
gin 
nator 
ve 
esqua 
ange 
"eSsiOr 
bert 
ht im 
ith 
ama 
of 50 
area 
ol 
domet 
clear 
ing i 
The 
nilia 
gen 
} 
sur 
tline 
in 
sts 
ima 
icen- 
ment 
On 
inis 
ase 
4 
t 
| 


DEGENERATION OF 


WITH 


COLLOID 


REPORT OF A_ CASE, 


SAUL S. ROBINSON, M.D., 


LOs 


Colloid degeneration of the skin is a rare der- 
matosis. Only 24 authentic cases have been 
recorded since Wagner ' first described the dis- 
in 1866. The case reports, pathologic 
features and nomenclature of colloid milium have 
heen reviewed in recent articles by Way,’ Reuter 
and Becker * and Arnold.* Way,’ in 1942, was 
the first investigator to report the use of ascorbic 
acid in the treatment of colloid milium in a 
patient who had laboratory evidence of vitamin C 
deficiency. After an attempted correction of 
this deficiency the cutaneous lesions disappeared. 
In his report, Way * stated that “the vitamin C 
deficiency existing in this case and the improve- 
inent seen following its attempted correction 
suggest that further studies may place this dis- 
Our patient with 


ease, 


ease among the avitaminoses.”’ 
colloid degeneration of the skin received ascorbic 
acid therapy, as suggested by Way. The favor- 
able response of the lesions to ascorbic acid cor- 
roborates Way's observations and warrants this 
report. 

OF 


REPORT CASE 


History.—P. S., a 45 year old Jewish man, operator 
of a parking lot, was first seen on Sept. 23, 1943, with 
the complaint that a papular eruption had been on the 
backs of his hands for over ten years. Similar lesions 
had recently appeared on his face. The papules have 
been indolent and persistent, slowly enlarging and 
spreading to involve almost the entire backs of his 
hands. There have been no subjective symptoms. 
There is no history of cutaneous disease in any other 
members of his family. The patient has a fair com- 
plexion and has worked outdoors in Los Angeles since 
1921. This occupation constantly exposes his face, his 
neck and the backs of his hands to the heat and cold 
and to the actinic rays of the sun. The patient’s health 
has otherwise been good. 


Presented before the Los Angeles Dermatological 
Society, Oct. 12, 1943 (ArcH. Dermat. & Sypu. 49: 
454 [June] 1944). 

1. Wagner, E.: Colloid-Milium of the Skin, Arch. 
d. Heilk. 7:463, 1866. 

2. Way, S. C.: Colloid-Milium, Arch. Dermat. & 
Syph. 45:1148 (June) 1942. 

3. Reuter, M. J., and Becker, S. W.: Colloid De- 
generation of the Skin, Arch. Dermat. & Syph. 46: 
695 (Nov.) 1942. 

4. Arnold, H. L.: Colloid Pseudomilium, 
Dermat. & Syph. 48:262 (Sept.) 1943. 


Arch. 


OBSERVATIONS 


THE 


SKIN (COLLOID MILIUM) 


THERAPY 


ON ASCORBIC ACID 


AND SAMUEL TASKER, M.D. 


\NGELES 


Dermatologic Examination—There was an erupt 
with pinhead-sized to pea-sized papules located 1 
dorsa of the hands and on the malar regions, 
face. The lesions were in groups of eight to ten 
individual papules measured 1 to 3 mm. in diame: 
and were firm, translucent and yellowish white. \\ 
a papula was punctured, a clear mucoid, gelatin 
liquid exuded. The skin on the dorsa of the har 
face and neck was rough and furrowed and _ 
from exposure to the elements. 
Examinations. — The Wassermann 
Kahn tests of the blood elicited negative  serolog 
reactions for syphilis. Examination of the blo 
showed: hemoglobin content, 93 per cent; color ind 
0.93; erythrocytes, 5,000,000, and leukocytes, 10,(4 
with 71 per cent neutrophils, 26 per cent lymphocyt 
2.5 per cent monocytes, and 0.5 per cent eosinophi 
The cholesterol level was 277 mg. per hundred cu 
centimeters of plasma. The fasting sugar content y 
103 mg. per hundred cubic centimeters of plasma. 1 
examination of the blood plasma for ascorbi 
showed 0.6 mg. per hundred cubic centimeters, co: 
pared with the normal value of 0.7 to 1.4 mg. 1 
ascorbic acid value rose to 0.8 mg. per hundred 
centimeters while the patient was receiving 500 1 
of ascorbic acid by mouth daily. 

Histologic Examination —A specimen 
the dorsum of the right hand, stained with hematoxy 
and eosin, showed a thinned epidermis with deci 
hyperkeratosis. In the papillary and subpapillary lay 
of the cutis were localized large masses il] 
replacing the collagen bundles. Large cells with nuc 
were scattered sparsely throughout the clumps of c 
loid. The collagen fibers in other regions appear 
swollen and separated. The accessory skin structur 
were normal. - A section stained with Weigert’s stai 
showed the elastic tissue to be sparse, swollen and dis 


Laboratory 


biopsy 


or 


colored. Elastic tissue fibers were absent in the pap 
lary and subpapillary layers of the, cutis. No li 
was found in sections stained with sudan III. T 


microscopic diagnosis was colloid degeneration of t! 
skin. The results of histologic examination agre: 
with those of previous reports of this disease. 
second biopsy specimen was taken in February 194 
from a healed lesion adjacent to the biopsy specin 
taken in 1943. A section of tissue stained with hen 
toxylin and eosin showed a thin epidermis with hyp: 
keratosis. Thick fibrous connective tissue was prese! 
throughout the upper and middle portions of the cutis 
replacing the colloid masses. The elastic tissue w2' 
sparse, degenerated or absent throughout the _heale 
areas. The diagnosis was scar tissue and atrophy 
the skin. 

The treatment consisted of a diet high in vitamin | 
containing fruit, fresh vegetables and animal prote! 
The patient also received ascorbic acid in the dosag 
of 300 mg. by mouth daily and 500 mg. intravenous 
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week. Two months aiter this treatment was 


. the papules on the face and dorsa of the 
Bands began to disappear. One year later all the 
fesion- except a few small papules on the back of the 
fet | had disappeared. Slight residual atrophic 
@ang:s remained on the dorsum of the right hand at 
fhe : of former papules. No recurrent or new 
@lloid milium lesions have appeared since the admin- 
pirat of ascorbic acid. The patient had no toxic 
r attributed to the treatment. 

erup 

ry COM MENT 

IS Ol t lanman and Ingalls* and Dalldorf® have 

gown, in experimental studies, the importance 


Whee vitamin C in regulating the development of 
elatinoy and the physical character of the inter- 
Bellular fluid. Disturbance of the intercellular 
“PRuid in the colloid milium with degenerative 
Fascular and perivascular changes was dis- 

fussed by Way.? Exposure to the actinic rays 

®: the sun may play an important role in the pro- 

duction of colloid degeneration of the skin, as in 

sho vtefegimost all reported cases of the disease there is 
fecalization of the lesions to the exposed surface 

Othe face and hands. The hematoporphyrin 
@ontent of the blood and urine has been within 

Pormal limits whenever reported. The hyper- 
¢holesteremia observed in our patient is the 


recorded instance of increased blood 

ed cut 

5. Lanman, T. H., and Ingalls, T.: Vitamin ( 


Denciency and Wound Healing: Experimental and 
linical Study, Ann. Surg. 105:616, 1937. 

Dalldorf, G.: The Pathology of Vitamin “C” 
Deficiency, in The Vitamins, Chicago, American Medi- 
@:! Association, 1939, p. 389. 
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cholesterol found in association with colloid de- 
generation. 

The attempted correction of a vitamin C de- 
ficiency in our case may account for the disap 
pearance of the lesions. The patient did not pro 
tect his face or hands from the weather while 
receiving treatment. He also continued his regu 
lar occupation in the same locality. It is our 
opinion that the only factor that could account for 
the disappearance of the lesions is the administra 
tion of ascorbic acid. The treatment heretofore 
advocated for colloid milium in leading American 
dermatologic textbooks has been of a destructive 
character. Before Way’s report on ascorbic 
acid therapy no successful attempt had been made 
to treat colloid milium on an etiologic basis. We 
are in agreement that the favorable response ot 
this disease to ascorbic acid warrants further 
experimental study of colloid degeneration of 
the skin as a possible vitamin C deficiency dis 
ease, 

SUMMARY AND CONCLUSIONS 

Ascorbic acid was used successfully the 
treatment of colloid degeneration of the skin 
(colloid milium ). 

This case presents the fourth recorded instance 
of hypercholesteremia associated with the colloid 
degeneration. 

The disappearance of the patient's lesions dur 
ing treatment with ascorbic acid, in an attempt 
to correct a possible vitamin C deficiency, justi 
fies further study of colloid degeneration of the 
skin as a possible vitamin C deficiency disease. 


1930 Wilshire Boulevard (5). 
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Clinical Notes 


A FAILURE OF PENICILLIN IN THE TREATMENT 


OF GRANULOMA INGUINALE 


Report of a Case 


CAPTAIN JOHN R. 


This is a report of an unsuccessful trial of penicillin in 
a case of granuloma inguinale. The attempt was made in 
the hope that a surer and quicker method could be found 
than the present regimen, which, though successful, 
requires prolonged treatment and careful watching for 
several months. 


REPORT OF CASE 


History.—A_ private aged 22 was admitted to the 
medical service of a general hospital on April 15, 1944, 
to which he had been transferred from a field hospital. 
A penile lesion had appeared as a small papule on 
March 8, 1944, and it had gradually increased to the 
size and shape of a button with a diameter of 1 cm. 
His most recent sexual intercourse had been Jan. 15, 
1944. There was no pain with the lesion and no 
associated swelling. At the field hospital repeated dark 
field examinations showed no spirochetes and the Kahn 
reaction of the blood had been negative on several 
occasions. Treatment there had included two courses of 
sulfathiazole as well as sulfanilamide powder applied 
locally, with no effect on the lesion. The history by 
systems disclosed nothing significant. The past history 
revealed that the patient had had a similar lesion in the 
same location in May 1943 and was told that he had 
a “soft chancre.” He received thirteen injections over 
a two month period, with the lesion gradually disappear- 
ing in the first two weeks of treatment. He was then 
inducted into the Army and received no further treat- 
ment. 


Examination.—The patient was well developed and 
well nourished. On his admission to the hospital his 
temperature was 98.4 F.; the respiratory rate was 20, 
and the pulse rate was 76. The general physical exami- 
nation was noncontributory. Examination of the geni- 
talia revealed a flat round elevated red granulated papule 
in the right coronal sulcus. The papule measured 9 
by 11 mm. It was moderately indurated and slightly 
tender. There was no adenitis. 

Laboratory examinations revealed 14.6 Gm. of hemo- 
globin and 7,000 white blood cells. Urinalysis, including 
a microscopic study, showed no abnormalities. Two 
dark field examinations showed no spirochetes. The 
Kahn reaction of the blood was negative. Scrapings 
from the penile lesion revealed abundant Donovan 
bodies. The Frei test elicited a negative reaction. 

Treatment.—Penicillin, (in a strength of 5,000 units 
per cubic centimeter in solution of sodium chloride) 
was administered intramuscularly in doses of 25,000 units 
every three hours for five days. The penicillin used 
in this case was Merck lot 131, of which the expiration 
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date was April 20, 1944. This lot was used si: 
taneously in 46 cases of sulfonamide-resistant gonorr 
with excellent results. 


Fifteen days after the penicillin had been administe: 
there was no change in the lesion other than a sliz 


increase in size and amount of granulation. Peni 
soaks in dilution 1 to 1,000, were then tried locally 
four days. Soaks were used three times daily for 
half hour. 
in the color of the lesion from red to reddish br 


Donovan bodies continued to be present in scraping 


Twenty-two days after the administration of 


cillin intramuscularly, there had been no improveme 


the patient was given a course of fuadin consisting 
35 cc. in divided doses over a twelve day period. T! 


was an immediate response, and on the fifth day : 


lesion measured 6 by 9 mm. By the completion oi 


course the lesion measured 2 by 3 mm., and shor 


thereafter it disappeared completely. The patient 
discharged to duty, with further courses of fuadin 
be administered by his unit dispensary. 


COMMENT 


The only untoward reaction noted during the admu 
stration of penicillin was a daily elevation of temperati 


(100 to 102 F.), which began on the second day 
ended on the fifth and last day. When the 1,00 


units of penicillin had been administered, the patics 
temperature dropped to rormal and remained there ' 


rest of his hospital stay. 
The period of three weeks was allowed for obse: 
tion because of the occasional delay in resolutior 


granuloma inguinale noted when the known effect 
substances, antimony and potassium tartrate and fua 
The results, however, immediately follow: 


are used. 
the use of the latter were striking in this case. \W 


no deduction can be made from 1 case, it is indicat 


that penicillin failed to cause any response in a relat 
mild infection of granuloma inguinale. 


SUMMARY 


A case was encountered in which granuloma ingut! 


failed to respond to 1,000,000 units of penicillin g: 
intramuscularly and to four days’ treatment with | 
cillin locally. Further treatment was delayed for t! 
weeks for purposes of cbservation, with no imp 
ment noticeable in the lesion. Immediate resol 


the disease followed the administration of fuadin in‘ 


usual dosages. 


No effect was noted other than a char 


ner 
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Obituaries 


JAMES 


THOMAS WAYSON, 


M.D. 


1870-1945 


Dr. James Thomas (“J. T.”) Wayson died of 
bron ial pneumonia on Jan. 12, 1945, at the age 
,{ 74, after more than fifty years of work in the 

elds of dermatology, leprology and public health 
i the Territory of Hawaii. 

} Dr. Wayson was born in Port Townsend, 
a\ ash., and came to Hawaii in the United States 
Cutter Service on Nov. 25, 1894. In 
Rhe following year he became superintendent of 
kalihi Leprosarium, where he remained for two 
Do after which he relinquished this post to 
fenter private practice. In 1910 he again assumed 
Icharge of Kalihi Leprosarium, a post he held 
Buntil 1915, when he exchanged it for the position 
Joi sanitary expert with the Board of Health. In 
1921 he was promoted to general health officer, 
Sand in the same year he became assistant admin- 
istrator of the Board of Health, a position he 
held until 1931. 

In 1931, when the control of the territorial 
leprosariums at Kalihi and Kalaupapa was re- 
Smoved from the board of health and vested in a 
Bseparate agency, the Territorial Board of Leper 
Hospitals and Settlement, Dr. Wayson became 
chiet physician of this board. He held this post 
until his official retirement, in September 1943. 
\t the time that he assumed office, the whole 
problem of the control of leprosy was in a tur- 
moil; diagnoses were often contested, sometimes 
jn court, for segregation was extremely unpopu- 
lar. Little attention was being paid to cases in 
which the diagnosis was already made, and scant 
pctfort was being exerted to follow up paroled 

It was in large part owing to Dr. 
Wayson's efforts and to those of the first mem- 
hers of the board that the “leper” came to be 
regarded as a “leprous patient” and was given 


patients. 


pone measure of sympathy and personal atten- 


pon, instead of the simple confinement that had 
ously been the rule. 

ne of Dr. Wayson’s chief accomplishments 
vas the establishment of an inconspicuous, seem- 
ingly private office, in a quiet part of town, 
‘or the periodic examination of parolees and the 
ination of suspects and for rendering gen- 
medical care to these persons and to their 


1es, 


Dr. Wayson was among the first physicians, if 
not the first, to use solid carbon dioxide for the 
reduction of lepromas; he reported this work to 
the Territorial Board of Health in 1912. 

Dr. Wayson was made an honorary member 
of the Honolulu County Medical Society in 1932; 
he was a member of the Hawaii Territorial Medi- 
cal Association and a Fellow of the American 
Medical Association. He was a charter member 
of the American Academy of Dermatology and 
Syphilology, and he belonged to the Society for 


M.D. 


JAMES THOMAS WAYSON, 
1870-1945 


Investigative Dermatology and the Royal Society 
of Tropical Medicine and Hygiene. He was a 
charter member, and the first president, of 
the Hawaii Dermatological Society. He was a 
Mason, an Odd Fellow and an Elk. Most im- 
portant, he was a kindly, friendly, witty and wise 
practitioner of dermatology and student of leprosy 

he would not call himself a “leprologist.” He 
will long be remembered and missed by his many 
acquaintances and stili more numerous friends, 
on the mainland and in Hawaii. 


Harry L. Jr., M.D. 
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PENICILLIN 


dermatoses with penicillin in an ointment base. 


Correspondence 


IN THE TREATMENT 
OF CUTANEOUS DISEASES 


lo the Editor:—I have noted that several observers 
have reported their results in the treatment of pyogenic 


Inas- 


much as I have been using a penicillin-containing oint- 
ment ever since October 1943 and have treated many 
hundreds of patients with this material, the following 


statement might be in order: 


After experimentation 


I have found that 800 units of penicillin per gram of 
effective dose. The best vehicle 
was found to be a petrolatum-cholesterol ointment base 
(Aquaphor), when it is possible to obtain it. One 
been that 


vehicle is the 


most 


my most disappe inting discoveries 


sycosis vulgaris d 
penicillin ointment, and to date I have treated about 


30 patients with that disease. 


oes not respond 


has 


effectively 


of 


to 


The results in treatment 


of impetigo contagiosa, as noted by others, are startling, 
and I have had patients with this disease who got well 
which I feel 


in twenty-four hours. The only “eczen 
respond are those 
Penicillin was absolutely of no value for the cystic and 
pyogenic types of acne vulgaris, of which I have encoun- 
s. In cases of acne vulgaris the patients 
tor the most part not only did not do well in the 
Pacific but became definitely worse, and in many cases 
the first lesions appeared after the end of the period 
Penicillin was of no value in the treat- 
ment of fungous diseases except in those cases in which 
the lesions were secondarily infected. 
genic infection about the ears and eyes responds well, 
and I use this drug almost as a specific treatment for 
Furunculosis does 
readily, and when treated by the intramuscular method 
huge amounts of penicillin must be given. 
whom I recently treated, received 5,000,000 units before 
the disease was controlled. 


tered many case 


ot adolescence. 


such infections. 


which are secondarily 


” 
1as 


infected. 


Peculiarly, pyo- 


not 


respond 


so 


One patient, 


Penicillin has been of little value in the treatment of 
chancroid except in those cases in which there is secon- 


dary spirochetal infection. 


which penicillin 


muscularly or locally. 


has 


This applies to cases in 


been administered either intra- 


These results are to some extent 
slightly different from those reported recently in the 
Journal of Investigative Dermatology. 
granuloma inguinale which I have treated with penicil- 
lin both intramuscularly and locally (1 of which has 
been reported) failed to respond to penicillin. In 
case of actinomycosis which I treated large amounts 
(5,000,000 units to be exact) of penicillin were required 
before the disease was cured clinically. 


Several cases of 


Capt. LAWRENCE C. Gotpperc, M. C., A. U. S. 


Chief of Dermatology Section, Oliver General 
Hospital, Augusta, Ga. 


TREATMENT OF PITYRIASIS ROSEA 


WITH TRICHOPHYTON 


EXTRACT 


le the Editor:—I was much interested in Dr. Ilona 
Vass’s article, “Treatment of Pityriasis Rosea with 
Trichophyton Extract” (Arcu. Dermat. & Sypu. 51: 
203 [March] 1945), because it stated that intradermal 


injections of trichophyton extract were of benefit 
the treatment of pityriasis rosea. It was found 


when this extract was so administered three ti; 


weekly for three to six injections of a 1: 500 
there was a decided improvement in the majorit; 


patients, whereas a 1: 30 dilution of the same extr 
injected into the skin produced a temporary aggrayat 


of the eruption in others. For these reasons the aut 
concluded that the theory of a fungous origi: 
pityriasis rosea was favored. 


Goodman (ArcH. DerMAT. & Sypu. 25:873 


1931) raised the question of this possible relations 


because of a series of positive reactions to trichophyt 


which he obtained in patients with the disease, but 
also found a similar hypersensitivity to the extract 


patients with acne. Furthermore, Van Dyck, King 


bury, Thorne and Meyers (New York State J. 


31:611 [May 15] 1931) tested a series of patients sy 


fering with pityriasis rosea and obtained positiv: 
tions in all their patients. I was also interested i: 
possible fungous cause of pityriasis rosea (Aj; 


DerRMAT. & SypH. 25:847 [May] 1932) and similar 


investigated a series of patients with this disease. 


tradermal injections of 1:20 and 1:50, trichophyt 


extract of known potency to which no_preservati 
had been added were used. In addition, the dilut 


extract was cultured daily to be sure that ther: 
no viable bacteria present that might produce a 
positive reaction. By this method it was found 


21 of 29 patients with pityriasis rosea had _ negat 


reactions to the intradermal tests. Of the remainu 


+ + 


8 whose reactions were positive, it was found t 
clinically typical fungous infection of the feet 
present in each, and in 5 of these patients hyphae \ 


observed by microscopic examination of the affect 


scales in potassium hydroxide preparations. 
I suggest that the rapid improvement reported 
Dr. Vass in these patients was due to daily sta 


baths and loose clothing prescribed or, as was suggest 


+ 


ot 


in the article, to a possible nonspecific effect 


trichophyton extract. However, from my studies pre\ 


ously cited I am of the opinion that pityriasis 
cannot be considered a fungous infection. 


Lieut. Compr. C. C. CARPENTER (MC), U.S.N.R 


THE EFFECTIVE THREE HOUR 
TREATMENT OF SCABIES 


er 


To the Editor:—In a recent issue of the Milita 


Surgeon (96:271 [March] 1945), Major Simon Rubu 
and Captain Harvey Blank published an article entitl 


“The Effective Three Hour Treatment of the Scabet! 


Patient.” They used the method which Dr. Henr) 


\ 


Smith and I recommended (ArcH. DeERMAT. & SYPH 


48:370-372 [Oct.] 1945). 


I introduced this treatment during World War | " 


191 


the Austrian Army and after the war in the civil 


population. About 70,000 patients with scabies wer 


vert 


thus treated. It might be of value if this method 
to receive more attention in the treatment of s: 
and civilians. 
MAURICE OppENHEIM, M.D., Chic 
25 East Washington St. 
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trichophytic infection (O. Sachs). C. J. 


re 


CORRESPONDENCE 


© USE OF METHENAMINE IN 


DERMATOLOGY 


ditor:—Dr. Erich Urbach, of Philadelphia, 
tter on “Erythema Multiforme: Its Relation- 
Herpes Simplex” in the Arcuives (51:228 
1945) suggests the use of methenamine to 
e course of herpes labialis and erythema 
e. He mentions a case (with photograph) 
k on allergy (New York, Grune & Stratton, 
43, p. 902) of the occurrence of both herpes 
nd erythema multiforme in the same patient. 
noted dermatologist and allergist from a 
dical center writes a special letter concerning 
essful treatment of herpes and erythema multi- 
vith methenamine, readers of the letter 
that this is a new torm oi treatment, as no 
es to previous reports of its use are included 
‘rbach’s letter. 
| call attention to the early reports on the 
methenamine in the therapy of herpes labialis, 
soster and erythema multiforme? 1929, 
was doing postgraduate work in Vienna, and 
1931 and 1932, friends Dozent Stephan 
Brinauer and Prot. Maurice Oppenheim sug- 
me the value of methenamine in the treat- 
these dermatologic diseases. Alfred Perutz 
Vienna; O. Hitschmann (1926); Kotiers 
Otto Sachs (1912, 1916, 1919); 
w (Russian); Walthier Schénfeld (1928), oi 
Hauer (1931), of Nienburg; R. von 
Coglievina 


nay 


my 


of Vienna; 


ynski (1931); (1924); H. I. Gold 
(1929, 1930, 1931), of Camden, N. J.; Briinauer ; 
heim, and C. J. White have previously reported the 

methenamine in the treatment of dermatologi 
ses, including herpes zoster, erythema multiforme 
rythema nodosum, pemphigus (von Leszezynski) 
White 
hexamethylenamine helpful in the treatment of 


hema multiforme. 
rhis is a matter of rendering “unto Caesar the things 


I am appending here pertinent 


1 are Caesar’s.” 
neces to the literature. I might add here that | 


wrted 2 cases of streptococcic sore throat with ery 
ma multiforme and erythema nodosum treated with 
thenamine (long before the days of penicillin, strep- 
and the sulfonamide compounds!) at the thirty- 


second annual meeting of the American Therapeutic 
Society, held in Atlantic City, N. J., June 5, 1931, and 
before the Camden (N. J.) County Medical Society 
(1930). 
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Hyman I. Gorpsterxn, M.D., Camden, N. J 
CORRECTION 
In the report of the Atlantic Dermatologic Con- 


ference in the July issue (ArcH. DErMaAT. & SyPpu. 
52:39, 1945) the title of the report presented by Dr. 
Frank J. Eichenlaub (second column, page 49) 1s incor- 
rect; it should read “Granuloma Inguinale” instead of 
“Mycosis Fungoides.” 
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Abstracts from Current Literature 


RATTNER 


EpItep By Dr. 


HERBERT 


PSEUDOCARCINOMATOUS HYPERPLASIA IN PRIMARY, 
SECONDARY AND TERTIARY CUTANEOUS SYPHILIS. 
HERBERT LAWRENCE, Arch. Path, 38: 128 (Sept.) 1944. 


Lawrence states that it is necessary to be constantly 
alert to the possibility of pseudocarcinomatous hyper- 
plasia occurring in granulomas and chronic ulcers of 
the skin. When all criteria are taken into account, it 
may still be difficult to distinguish carcinoma and 
pseudocarcinomatous hyperplasia by study of the his- 
tologic section alone. With syphilis the process is 
likely to occur most frequently in cases in which 
pseudocarcinomatous hyperplasia is superimposed on a 
gumma. Three cases are presented as offering illus- 
trations of pseudocarcinomatous hyperplasia occurring 
in persons with primary, secondary and tertiary cuta- 
neous syphilis. Lyncu, St. Paul. 
DeatH CAUSED BY VACCINIA IN AN ECZEMATOID 

INFANT. Cart L. PETERSILGE and JoHN A. Too- 

MEY, Arch. Pediat. 61:455 (Sept.) 1944. 

The case of an 8 month old white baby boy with 
eczema, who was accidentally and indirectly vaccinated 
from contact with the pustule of an 
older sister, is reported. The sister had been previously 
vaccinated against smallpox. The infant had always 
been well except for an uncomplicated eczema present 
since birth. Nine days aiter the exposure to the pus- 
tule, umbilicated vesiculopustular lesions, varying from 
5 to 10 mm. in diameter, developed on the face and 
head. There were lesions on the face, head, eyelids 
and in the nares. Within forty-eight hours the erup- 
tion appeared on the extremities. The child became 
progressively more toxic and died on the eleventh day. 

The report includes the hospital course, postmortem 
observations and microscopic description of the lesions. 


GeLBER, Los Angeles. 


with smallpox 


SyMPTOMATIC NEUROSYPHILIS. Harry C. SOLOMON, 
J. E. Moore, Paut A. O'Leary, JoHN S. STOKES 
and E. Tuomas, Bull. U. S. Army M. Dept., 
October 1944, no. 81, p. 55. 


The authors briefly discuss the symptoms and patho- 
logic changes of neurosyphilis. The clinical manifesta- 
tions are discussed under the following main headings: 
meningovascular 


(1) meningeal neurosyphilis, (2) 
paretic 


neurosyphilis, (3) tabetic neurosyphilis, (4) 
neurosyphilis, (5) vascular neurosyphilis and (6) con- 
genital neurosyphilis. Various relatively rare and 
controversial syndromes, such as chronic anterior polio- 
myelitis, parkinsonism and disseminated sclerosis-like 
pictures, are only mentioned but not discussed. 


H. C. Sotomon, 
H. Stokes and 


THE TREATMENT OF NEUROSYPHILIS. 
J. E. Moore, P. A. O'Leary, J. 


E. W. Tuomas, Bull. U. S. Army M. Dept. 
November 1944, no. 82, p. 66. 
The authors discuss the following agents in the 


treatment of neurosyphilis: (1) trivalent arsenical com- 
pounds and bismuth preparations, (2) tryparsamide, 
(3) penicillin (only mentioned) and (4) induced fever, 


including (a) malaria, (>) artificial elevation te 
perature, sometimes combined with chemothera 

(c) elevation of temperature from typhoid vaccii 
treatment of special forms of neurosyphilis is d 
only briefly. Finally, the results to be expected 
treatment with the agents mentioned, especiall 
fever therapy, in the various stages of neurosyphilis a 
considered. 


TRENCH Foot. J. C. Epwarps, M. A. SHAPIRO a: 
J. B. Rurrin, Bull. U. S. Army M. Dept., Decem 
1944, no. 83, p. 58. 


The authors discuss the symptoms and cours¢ 
trench foot. The treatment used by the authors \ 
sisted of cool water soaks and whirlpool baths at 7/ 
for twenty to thirty minutes daily. The fe: 
washed daily with soapy water, of 70 F., and the 
face of the feet was cooled by air currents from a { 
or by exposing the feet to room temperature 
exceeding 70 F., but preferably about 50 F. On 
dred and fifty to 300 cc. of 5 per cent solution 
sodium chloride, administered intravenously daily, oft 
immediate symptomatic relief from 


gave aches 
pains. 
In their conclusions, the authors emphasized that ; 
patients with trench foot should go through a rehal 
tion period of at least two weeks of daily hikes bet. 


returning to duty. : 
STRAKOSCH, Denver 


Epitu M. Liy 


ERYTHEMA NoDOSUM IN CHILDREN. 
COLN, JANET ALTERMAN and HyMaAn 
Pediat. 25:311 (Oct.) 1944. 


The total number of cases of erythema nodosu 
encountered in three large hospital services in 
United States is small compared with the numbe: 
reported from northern continental Europe. In 
majority of adolescent and adult patients seen in Hoste: 
and New York the eruption would seem to be due t 
infections other than tuberculosis. In the series 
ported from the children’s ward of Bellevue Hospit: 
New York, 74 per cent of the children with erythen 
nodosum reacted positively to the tuberculin test, th! 
to four times the normal incidence, although for 
39 per cent of them could tuberculosis be cons 
ered definitely responsible for the erythema nodosum 
Ot 362 patients over 2 years old with active prima 
tuberculosis, erythema nodosum occurred in 3.6 p 
cent. The symptom complex of erythema nodosw 
developed concomitantly with the primary tuberculos 
in 2.7 per cent of the patients. It is possible that t 
apparent contradiction in medical literature concern! 
the causation of erythema nodosum may be du 
describing of groups of patients of varying ages 
authors of the present article conclude that every « 
with erythema nodosum should be regarded as_ pote! 
tially tuberculous but that no child should be tina 


t 


considered tuberculous without a complete stud; 
when erythema nodosum occurs in children with act! 
tuberculosis it is commonly associated with the ear 
phases of the disease, and that erythema nodosum 1 
be an important aid in the diagnosis of tuberculosis | 
an individual case. In the United States the diseas 
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tissue. The course is chronic and progressive. 
treatment is palliative. It consists of applying pressure 


nd his sister, one year younger, are described. 


ABSTRACTS FROM 
uncommonly that its usefulness as a diag- 
is much less than in northern Europe. 


\utHors’ SumMARY. [Am. J. Dis. Child. 


LYMPHEDEMA (MILROY’sS 
Pediat. 25:337 (Oct.) 


\L, HEREDITARY 
Kurt GLaser, J. 
ithor describes 2 cases of Milroy’s disease 
at the Milwaukee Children’s Hospital and 
brief review of the entire subject, including 
the literature. 
ise, most likely Miulroy’s disease, first 
| by J. Hille, in Germany, about the middle of 
century and was again described by Milroy 
United States. Osler gave it the name 

lisease. In 1928, after thirty-five years of 
tion, Milroy himself published a report about 

family he had described in 1892 and discussed 


lights ot 


Was 


in the 


tion in general. 

mdition is defined as congenital hereditary 

vithout tenderness or painfulness and without 
titutional symptoms. It is of rare occurrence and 

affects several members of the same family. 

ise 1s unknown, and several theories have been 
|. The symptom is pitting edema of one or 
gs, never extending above Poupart’s ligament. 
ire no significant laboratory findings. The 
gic microscopic manifestations are enlarged 
spaces with increase in the surrounding fibrotic 
The 


ages to prevent further swelling. 

\ white boy, aged 4 years at the time of this report, 
Both 
lren had had swelling of the feet since birth. The 
of the swelling varied, being influenced to a 

ght degree by the amount of exercise and by the 
lication of pressure. The boy showed a swelling of 

prepuce, which was remedied by circumcision. 

Complete laboratory study of the urine, the chem- 
of the blood (chlorides, nonprotein nitrogen, 
lesterol, calcium, phosphorus, phosphatase, _ total 
tein and albumin and globulin) and the serologic 
ns of the blood, as well as the wheal absorption 


st, gave normal results. 


entgenographic studies showed normal formation 
bones in both children. Microscopic examination of 
boy's foreskin revealed large structures resembling 
hatics and dense collagen fibers, a picture typical 
disease as described by other authors. 
[he treatment consisted of application of bandages 
litferent types, all with the purpose of reducing the 
unt of edema by pressure. The result was, as was 


xpe ted, only slight and of temporary value. 


The paper reports 2 typical cases of Milroy’s disease, 


em nstrating the absence of a causative constitutional 


er. It describes the histologic characteristics of 


is disease, throwing some light on the theories of 


+ 


‘usation. Two photographs show the edema of the legs. 


GLASER, Milwaukee. [Am. J. Dis. Child.1 


THERAPY: 
Harry 


CURRENT COMBINED WITH X-Ray 
CASE OF Kapost SarcomMA THUS TREATED. 
SIGEL, Radiology 48:386 (Oct.) 1944. 


\ patient with hemorrhagic sarcoma of Kaposi was 
ate! with roentgen ray therapy combined with gal- 

urrent applied locally to the lesions. A better 
| response was obtained with combined treatment 
vas achieved on control lesions treated with 
n ray therapy alone. 


HENSCHEL, Denver. 
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CURRENT 


Factors INFLUENCING DERMATITIS IN COAL MINERS. 
R. B. Knowtes, Brit. M. J. 2:430 (Sept. 30) 1944. 


The chief factors causing and influencing the nature 
of dermatitis in coal miners are (1) conditions in the 
pit such as (a) ventilation, temperature, humidity, height 
of the coal face and distance of the coal face from the 
shaft, (b) presence of water and the substances dissolved 
in it and (c) quantity, quality and state of subdivision 
of dusts and the effect of machinery on these; (2) the 
mental and physical constitution of the workmen, such 
as (a) behavior in relation to trauma and infection and 
(b) presence of tendencies toward seborrhea, hyper 
hidrosis or ichthyosis, which may predispose to derma 
titis: (3) friction between cutaneous surfaces or between 
clothes and the skin; (4) cleansing 
agents and popular cutaneous applications in general. 

The chief points in prophylaxis are (1) adequate 
ventilation of the pit, (2) reduction in the quantity of 
dust to a minimum, (3) removal of water 1 possible, 
by pumping, (4) education of the personnel by means 
of (a) notices posted at the pit asking the men to report 
any suspected dermatitis at its onset, (>) instruction 
of ambulance attendants regarding treatment of patients 
with dermatitis, such as the correct method of applica 
tion of protective lotion, (c) warnings as to possible 
deleterious effects unsuitable cleansing agents 
and home remedies vegetable oils and 
liquid petrolatum allowed) and (d) 
advantages of cleanliness; (5) selection of suitable per 
sonnel for work in the pit, (6) application of protective 
substances to the skin, (7) warnings as to the increased 
risks of working when ill or insufficiently recovered 
from illness and (8) prevention of fungous infection of 
the feet by (a) examination of new workers before 
they are admitted to the baths, (b) prevention of con 
tact between the feet and the bath floors, through 
use and periodic sterilization of bath slippers and (c) 
provision of separate baths for infected men. 


use and abuse of 


( 


from 
( 


S( aps, 


emphasis on the 


DIABETES. 
1944. 


Three examples of superficial gangrene in young 
persons with diabetes are reported. The first patient 
was a boy 15 with diabetes of three years’ duration, 
who was admitted to the hospital in coma. Despite 
good nursing attention, a large area of gangrene in 
volving the right buttocks suddenly appeared, which 
later became secondarily infected. 

The second patient was a soldier 24 years old, who 
was admitted to the hospital in coma. An area of 
dry superficial gangrene developed on the anterior sur- 
face of each knee. The shape and symmetry suggested 
that they were due to pressure of the bed clothes. 
Healing required six weeks. 

The third patient was a 29 year old man, who by mis- 
take injected insulin intradermally instead of subcu- 
taneously; there resulted small round patches of dry 
superficial gangrene at the sites of injection. 


ADOLESCENT 
2:469 (Oct. 7) 


GANGRENE IN 
grit. M. J. 


SUPERFICIAL 
H. WHITAKER, 


MEDICAL EXPERIENCES IN NortH Arrica 1943-4. T. C. 


Hunt, Brit. M. J. 2:495 (Oct. 14) 1944. 

In a review of medical experiences in North Africa 
the author discusses several diseases of interest to the 
dermatologist. In both the Middle East and North 
Africa, faucial, nasal and cutaneous diphtheria were 
important causes of sickness, of prolonged stay in the 
hospital and of serious complications or death. 

Cutaneous diphtheria is difficult to distinguish, since 
only a few of the lesions show characteristic features, 
which may be in the form of ulcers, superficial weep- 
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ing or crusting dermatitis or purulent injections of 
wounds, abrasions, burns or superficial injuries. 

The lesions are all slow to heal; the average duration 
of the disease before diagnosis was fifty days, and the 
average stay in the hospital before healing was thirty- 
five days. Autoinfection from hand to mouth or vice 
versa is of rather frequent occurrence. Severe poly- 
neuritis following chronic cutaneous diphtheria was 
often seen, beginning between six and ten weeks after 
the cutaneous lesions were first noticed. 


A Laporatory Test FOR DIAGNOSIS OF SMALLPOX. 
C. E. Van Rooyen and R. S. IL_rncwortH, Brit. 
M. J. 2:526 (Oct. 21) 1944. 


The authors have confirmed Paschen’s observation 
that the elementary bodies of variola are larger than 
those of varicella and have utilized this finding to form 
the basis of a laboratory test for the identification 
of smallopx. 

The laboratory and clinical findings corresponded in 
96 per cent of 80 cases of smallpox. A negative result 
was returned in 3 cases. In no instance did a positive 
laboratory verdict disagree with the final clinical diag- 
nosis of the case. The test is not applicable to the 
diagnosis of chickenpox. 

The principal conclusion reached is that the method 
can be of great value in the early recognition of small- 
pox, especially on the first day of the eruption, when 
the clinical picture may so closely simulate that of 
chickenpox. 


AETIOLOGY OF ERYTHEMA Noposum. C. Bruce Perry, 

Brit. M. J. 2:843 (Dec. 30) 1944. 

Perry studied a series of 112 cases of erythema 
nodosum in an attempt to determine the causation in 
each. There was a preponderance of women, 76 as 
against 34 men. Sixty-one patients reacted positively 
and 51 negatively to the Mantoux test with 0.01 mg. 
of tuberculin. 

Of the subjects with positive Mantoux reactions, the 
author believes that 32 were definitely tuberculous and 
28 were probably tuberculous. The 51 with negative 
Mantoux reactions he regards as certainly not tubercu- 
lous. Analyzing the age groups, the author noted that 
of patients under the age of 15 tuberculosis was definite 
or probable in 72 per cent, whereas in those over 15 
tuberculosis was definite or probable in only 23 per cent. 

The review does not support the theory that erythema 
nodosum is a manifestation of acute rheumatism. The 
author believes that erythema nodosum must be re- 
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garded as a result of a nonspecific reaction tw a 
of infectious or toxic agents and that it is not a 
disease. However, there is apparently a consti‘ 
predisposition to the disease, since frequently 
members of a family suffer from erythema n 
There is also evidence that endocrine factors « 


to this predisposition. SHAW, Chattanooga, 


LICHEN PLANOPILARIS. CLOvIs Der Castro, 
dermat. e sif. de Sao Paulo 6:101 (July-De 194 


De Castro describes a case of lichen plan 
woman aged 35, who in addition to the typical pla; 
papules had interspersed among them acuminate per Gi 
follicular lesions. The histopathologic changes jn ; 
acuminate lesions resembled those of lichen pla 
with the addition of follicular dilatation and a cornif 
follicular plug. 

The earlier writings on this subject are discuss 
and the author concludes that “lichen planus et acun 
natus” of the French, or lichen planopilaris (Pring! 
is an entity—that it is a form of lichen planus and ; 
the simultaneous occurrence of two diseases. 


CLinicaAL CONCEPT OF BRAZILIAN PEMPHIGUS Fo 
ceus. Utysses L. Torres, Arq. de dermat. « 
de Sao Paulo 8:86 (June) 1944. 


According to Torres, the bullous phase of Brazili: 
pemphigus foliaceus occurs with an acute onset, folloy 
by a chronic exfoliative phase. There then occurs 
cachectic phase, and the cutaneous symptoms often s the 
side before death. 

According to the author, the disease should be cal! 
Brazilian pemphigus foliaceus rather than pemphig 
foliaceus, as described by Cazenave, from which 
differs in its intensely bullous onset, the absence 
lesions on the mucous membranes and the predilecti ent 
for adolescents and young adults. Abortive forms occu: 
and the mortality of the Brazilian form is 80 to 9) p 
cent. 

The disease is of major importance in Brazil, bein: tb: 
endemic in certain areas, whereas the European form pha 
uncommon and sporadic. The differences may b 
matic, and it would be plausible to speak of it 
“tropical pemphigus foliaceus.” pati 

Reports of 13 cases, with photographs, are include 1es 
The author theorizes that the cause may be an infecti 
agent and the cutaneous manifestations may be vari 
phases of allergy or anergy due to the noxa. Dec 
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Society Transactions 


PHILADELPHIA DERMATOLOGICAL 


SOCIETY 
Carrot. S. Wricut, M.D., Chairman 
CarMEN C. Tuomas, M.D., Secretary 


March 17, 1944 


Generalized Calcinosis Cutis Without Involve- 
ment of Muscles or Nerves. Presented by Dk. 
Henry B. Decker and Dr. A. G. Pratt. 


\f., a white boy aged 5 years, presents nodules 
ng in size from 0.5 to 8 cm. Some are hard, 
the skin and immovable; others are soft and 
There are ulcerated nodules and depressed 
calized on the forearms, arms, legs, thighs and 
with the ulceration and scarring particularly 
le at the joints. One small nodule is present 

he left side of the face. The child’s weight at birth 

is 4 pounds 6 ounces (1,985 Gm.). He was bottle fed 
ow’'s milk. He had miliaria on the arms when 

as 4+ months old. He has had measles and a few 

lds but no other illnesses. Hard lumps appeared 
the skin of the right arm when he was 18 months 

| At 2 years of age similar lumps appeared on 
the left arm. A physician then advised that the child 
given two glasses of milk with each meal, because 
ndernourishment. Since that time hard lumps have 
ntinued to develop on the extremities and buttocks. 
recently appeared on the left side of the face in 

the mandibular region. A blood count showed 78 per 
nt hemoglobin, 4,100,000 erythrocytes and 32,000 
ikocytes, with 85 per cent polymorphonuclear leuko- 
tes, 14 per cent lymphocytes and 1 per cent eosino- 
ils. The serum calcium level was 11 mg. per hundred 
centimeters; phosphorus level, 4 mg. and phos- 
atase activity, 4 units. The Wassermann reaction 
the blood was negative. The urine was normal. 
iopsy disclosed calcium deposits in the skin. The 
tent has been given sodium biphosphate, with un- 
iestionable clinical improvement, i. e., cessation of 
lage, healing of ulcers, softening and apparent de- 
ease in the size of the masses. Roentgen studies in 
1943 and February 1944 similar 


tt 


ember showed 
conditions. 
DISCUSSION 


Dr. Artur G. Pratt, Camden, N. J.: It may be 
at the improvement is more apparent than real. When 
child first came into the clinic he walked uncom- 
lortably and sat down gingerly, as if afraid to move. 
Une reason was that on one buttock there was a mass 
about the size of an orange, which was draining at 
it time; hence, he had reason for sitting down care- 
lully. On the elbows and the knees there were drain- 
uses which have healed, and the masses have 
sottened so that one can now feel the muscles under- 
neath. But whereas the child is clinically improved, 
te roentgenologist was unable to see much difference 
i the actual amount of calcium present in the tissues 
We shall repeat the roentgeno- 
grams later and hope that they will show improvement 
t 


n addition to the clinical evidence. I might also say 
tat in looking up the subject we found an account of 
me child who recovered spontaneously. 


Dr. CarMeEN C. THomas: We have had under ob- 
servation for five years a patient with calcinosis whose 
serum calcium level has been normal. She is spon 
taneously recovering, has been discharging some of the 
calcium deposits, and no new lesions have developed 

Dr. Henry D. Decker, Camden, N. J.: When we 
first saw this child there was a question whether we 
were dealing with a juvenile xanthoma, because the 
lesions had a yellow color. We wondered, therefore, 
whether there was not a defect in the fat metabolism 
and the calcium-deposit resulted from that. 

Dr. ISADORE ZUGERMAN: Are there any deposits in 
the organs—in the kidneys, for example? 

Dr. ArtHUR G. Pratt, Camden, N. J.: We have 
had roentgenograms taken of the entire body—skull, 
extremities and trunk—and the roentgenologist says 
that all the calcium deposits are in or under the skin 
and not in muscles, nerves or in other structures. 
While making the biopsy we encountered an unusual 
grayish white liquid, like a suspension of flour or 
fullers’ earth and water. We had selected a small and, 
as we thought, discrete nodule and cut well around it, 
but in doing so we cut into one of these chains of 
deposits. 

Dr. Frep D. WeipMAN: I take it that there is no 
question about the diagnosis. The only thing | can 
discuss, perhaps, is the nature of this soft, fullers’ earth- 
like material. There is a possibility that it 1s composed 
largely of soaps. In the pathogenesis of calcification 
in general, it often happens that, preceding the calcifica 
tion, soaps are laid down for one reason or another. 
At first they are neutral, soluble soaps. Later they 
combine with calcium to form insoluble calcium soaps. 
I imagine that at this stage, in a finely subdivided 
condition, they would still not be gritty but perhaps 
like the fullers’ earth mentioned. Only later, after the 
granules have coalesced, would a definite grittiness be 
experienced. This could be tested by securing a fairly 
large sample of the fullers’-earth-like material, shaking 
it up with an excess of water and finding out whether 
it dissolves. It could then be evaporated to learn 
whether the same kind of fullers’-earth-like material 
develops. Of course there are special microchemical 
tests for soaps that could also be applied. In this case 
there is a highly interesting lead in connection with 
the pathogenesis of calcinosis cutis. Thus, of course, the 
calcium is in the forefront as one sees these cases clini- 
cally, but, after all, the calcium is only the terminal 
stage; what one would like to know more about is the 
stages intermediate between the faulty action of the 
parathyroids and the eventual laying down of calcium 
in the tissues. Accordingly, this case may be an indi- 
cation that the role that the parathyroids play may be 
not in the direction of upset calcium metabolism but 
of soap metabolism; this, in turn, would imply fat 
metabolism. 


Lichen Scrofulosorum and Tuberculosis Colliqua- 
tiva. Presented by Dr. Jonn F. Witson. 


A. M. W., a white woman aged 52 years, presents 
erythematous nodular lesions on the lower sides of 
the neck and the right side of the chest with ulceration 
of the center surmounted by a yellowish crust. Beneath 
the left breast there are scars of previously healed 
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lesions. On the back and on a few areas on the chest 
there are scattered, grouped, reddish and brownish red 
pustular lesions. Some are scaly and others crusted. 
In August 1942, the patient was sent to another hos- 
pital for study. Many roentgenograms were made and 
she was operated on for a floating kidney. She has lost 
about 20 pounds (13.6 Kg.) since that time. She has 
had a cough for three or four years which has been 
worse recently. There are occasional pains in the lower 
part of the chest. In 1936 she had a boil-like lesion 
of the lower right side of the neck. This cleared, and 
the next developed four or five months later. Since 
then she has had many others, and she has had more 
frequent lesions. A roentgenogram of the chest showed 
bilateral pulmonary tuberculosis. P 
DISCUSSION 

Dr. Carmen C. THomas: Have any tuberculin tests 
been done on this patient? 
Witson: No. She has a bilateral 


Dr. Joun F. 
Exam- 


pulmonary infection which is probably active. 
inations of the sputum have not revealed tubercle bacilli. 

Dr. Frep D. WetmpMan: I should like to ask the 
other members whether in their opinions these lesions 
appear unusually acute for any kind of tuberculids—a 
bright red instead of dusky. Could these papular 
lesions be of the nature of bacterids instead of tuber- 
culids ? 

Dr. Henry B. Decker, Camden, N. J.: These lesions 
are acute, and their course is short. They ran a 
course of about six weeks, which is characteristic of a 
tuberculid rather than of an infectious lesion. 

Dr. Frep D. WetpbMAN: Some years ago I made a 
visit to the New York Skin and Cancer Hospital, where 
a rather intensive study of acnitis was in progress, and 
I recall that it was Dr. Thorne’s feeling that there 
was not a tuberculous causation in all cases, that in 
some, at least, there was a bacterial causation. 
Keratosis Palmaris et Plantaris. Presented by Dr. 
Epwarp F. Corson. 


A. B., white man aged 23 years, presents thickened, 
yellowish brown hyperkeratoses on both palms and 
The disease has been present as long as the 
patient can remember. He has no knowledge of his 
antecedents, but his son, now 7 months of age, has 
exhibited the same disease since shortly after birth. He 
has received a single roentgen ray tfeatment of 150 r 
to each palm, salicylic acid ointment, thiamine hydro- 
chloride and thyroid. 


soles. 


Urticaria Pigmentosa with Sensitiveness to Tem- 
perature. Presented by Dr. ArtHur G. PRatrT, 
Camden, N. J. 


J. S., a white woman aged 20, presents sharply 
marginated, brown, oval macules, 0.5 to 2 cm. in 
diameter, scattered thickly over the extremities and 
more sparsely on the trunk. A few dull red wheals 
are present on the legs and forearms. When the patient 
was 9 years of age, a few itchy welts resembling mos- 
quito bites appeared. These quickly subsided, leaving 
brown macules. New lesions have appeared continu- 
ously during the past eleven years. The pigmented 
macules seem to fade in the summer. When the body 
is chilled the most recent spots tend to become itchy, 
red and elevated. The patient has always enjoyed good 


health, and there are no other instances of pigmentation 
in her family. 


She is unusually sensitive to variations 
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in temperature; her hands are uncomfortable in 
water, and exposure to cold affects her more thay 
does the ordinary person. 


DISCUSSION 
Dr. Morris Markowitz: Histologic exan inat 
would be of importance. It should show an e» 
mast cells, which would settle any question as 
diagnosis. 


A Case for Diagnosis (Dermatitis Herpetifo; 


mis?). Presented by Dr. Epwarp F. Corsoy 


H. E., a white man aged 59 years, at the age 
14 years had a blister on his face. This ruptu: 
other lesions formed where the fluid had spread 
skin. This lesion never cleared entirely; the 
intermittent attacks until the age of 20, when t 
anal region also became involved. He has had burn; 
on urination for over thirty years, accompanied wit 
urethral discharge. Several years ago he was thou 
to have diabetes, as he exhibited polyuria, craving | 
water and the loss of 26 pounds (11.8 Kg.) of weig 
in a year. Results of dextrose tolerance and ot 
tests were normal, however. Because of pain i 
leg he was studied in the vascular clinic. A roentge 


in 


gram of his leg was made, and a calcified artery wa 


apparent. He came to the dermatologic clinic in Decen 


ber 1942, with palm-sized inflammatory patches covers 


with silvery scales on the trunk, hips, elbows, legs a: 


scalp and was treated for psoriasis for a year. Ocez 
sionally blisters appeared which were thought to } 


caused by arsenic. 


In January 1944, he was admitted to the medica 


ward with a septic temperature which at times reach 
105 F. He was given a course of sulfadiazine thera; 
and gradually the fever subsided, although he 

never been long without a daily rise of temperatur 


Large bullae appeared on his skin, especially his arm: 


trunk and legs. The head was not involved. T 


patches resembling psoriasis gradually disappeared, an 


pigmentation, scarring and vesicular lesions predon 
nated. Itching became more severe as time went 
There have never been any lesions of the muc 
membranes. 


With the exception of the head, where the outbres 


is less apparent, the cutaneous surface is practical 
covered by hyperpigmentation, scarring, crusts 
vesicles or bullae, but there are no lesions of the n 
cous membranes. In some regions, as on the sides 
the hips, the patches once regarded as psoriasis st 
show faintly. 

The Wassermann reaction of the blood was negati 


The blood sedimentation rate was 16 mm. in one hour 


A roentgenogram of the chest was normal. A bli 


7500.0 


count showed 91 per cent hemoglobin and 7 


erythrocytes, and a differential count showed 68 pt 
cent neutrophils, 1 per cent young forms, 1 per cet" 


eosinophils and 30 per cent lymphocytes. 
The patient has been treated with sulfonamide con 
pounds, viosterol and arsenic. 


DISCUSSION 


Dr. Morris MARKOWITZ: 


an arsenical keratosis. 
formis is the more likely diagnosis. 


and soles, significantly, show no keratosis. 


Irrespective of the fact 
that this man may have psoriasis and has receiv’ 
arsenic for that disease, it does not follow that that © 
I think that dermatitis herpet 
Itching is sever 
and the pigmentation is prominent; these are importat! 
in the diagnosis of dermatitis herpetiformis. The palm 
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SOCIETY 
D. Wemman: I thought it dermatitis 
ql nis. There were certainly some vesicles on 
4 night. Of course, that leaves the lesions at 


of the spine to be explained. I have seen 
ms of lesions as large as that in descriptions 
ir dermatitis herpetiformis. 


if 


-4poRE ZUGERMAN: Do you use sulfapyridine? 
warp F. Corson: Before we saw him in the 
was given sulfadiazine, when he had a 
That lowered the 
never settled down 


con- 
temperature. 
has 


elevation of 
ture somewhat, but it 
M. ScuitpKraut, Trenton, N. J.: I have 
rmatitis herpetiformis clear with sulfadiazine. 
\forris Markowitz: As I have mentioned from 
time in discussing dermatitis herpetiformis, his- 
an important drug for patients wth resistant 
One should give 5 cc. of a 4 per cent solution 
iscularly every forty-eight hours. 
WILSON. 


Bromoderma. Presented by Dr. Joun F. 


a white infant aged 7 months, 
consisting of pea to lima bean-sized 
pustules with somewhat fissured opalescent tops. 
them are elevated 2 to 3 mm. Incision frees 
secretion and is accompanied with bleeding. Some 
re lightly crusted and are best shown on the cheeks 
the outer surfaces of the legs. Where adhesive 
was used to hold the biopsy dressing the prompt 
wrance of similar noted. The child 
heen healthy except for a cold (bronchitis?) several 
eks ago. The outbreak began rather abruptly about 
Feb. 1, 1944, and the child was brought to the 
matologic clinic on Feb. 15, 1944, on account of the 
outbreak beginning on the face and legs. The 

is breast fed. At first the mother insisted that 
baby had taken no medicine, but on March 14 she 
ight a copy of a prescription of a cough mixture 
ntaining 10 grains (0.65 Gm.) of sodium bromide to 
ounce (30 cc.). Three 3 ounce bottles had been 
in seven to ten days each. A routine urinalysis 
Efforts to obtain sufficient urine 
biopsy 


presents an 
firm 


( (; 


lesions was 


ormal values. 
<amine for bromides were unsuccessful. 
men is on exhibition. 
DISCUSSION 
Dr. CARMEN C. THomMaAsS: Was the 
determined for this baby? 
Dr. Joun F. Witson: No. Urine was collected for 
test for bromide, but, unfortunately, it was discarded 
nd we did not have time to collect another one before 
meeting. 


serum bromide 


Dr. Frep D. WemMman: The biopsy specimen was 
patible with the diagnosis of bromoderma, but it 
is by no means typical. 

Dr. ArtHur G. Pratt, Camden, N. J.: We have 
ical proof of bromoderma in the fact that the child 
t make any progress until we found that it was 
taking the bromide and that there was remarkable im- 

rovement when it was stopped. 


Juvenile Xanthomatosis. Presented by Dr. J. M. 
SCHILDKRAUT, Trenton, N. J. 


M. A. a white girl aged 6 years, presents yellow 
tun masses on both elbows and knees, bordered by 
groups of yellow nodules. Lesions are also present 


tip of the spine, on the first and second webs of 
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the left hand, on the first web of the right hand and 
on the anterior surface of the right ankle. A 
lesion has recently appeared on the left arm. In August 
1942, a tumor mass was removed from the right knee 
Now there is a crop of new yellow nodules on either 
side of the The blood cholesterol level was 395 
mg. per hundred cubic The child 
been given a low fat diet and thyroid extract, without 


new 


scar. 
centimeters. has 
apparent change. 
DISCUSSION 

Dr. J. M. ScuitpKravut, Trenton, N. J.: Apparently 
it is useless to operate, because new nodules have de- 
veloped along the scar. 
Reading, Pa.: I think 
that the results would be improved with a low fat, 
high carbohydrate diet plus insulin. I had a_ patient 
who was epileptic whose family physician gave him 

thereafter a xanthoma 
After he had been given a low fat, 


Dr. THOMAS BUTTERWORTH, 


a ketogenic diet and severe 
tuberosum developed. 
high carbohydrate diet with 10 units of insulin daily, 
his eruption cleared after about fifteen months, his 
epilepsy being controlled during that time by diphenyl- 
hydantoin sodium. He had one injection daily of 10 
units of ordinary insulin. 

Dr. Morris Markowitz: A patient under my ob- 
servation has taken 5 units of protamine insulin in the 
morning and 5 units in the afternoon for several months 
and has improved about 50 per cent in that time. 


A Case for 
Barbae?). 


TWINING. 


Diagnosis (Tuberculosis; 
Presented by 


Sycosis 
COMMANDER H. E. 


T. D., a white man aged 56, the chin, 
beginning at the angles of the mouth and involving 
practically the entire chin, a sharply demarcated, 
erythematous, slightly papillomatous lesion slightly 
elevated above the normal cutaneous level and partially 
covered by crust. The same type of lesion is present 
on the middle of the upper lip. There is mild blephari 
tis, and there are a few scaly lesions in the left ear 
The patient has always enjoyed good health but has 
lost about 50 pounds (22.7 Kg.) in weight in the last 
few His skin was normal until twenty-two 
months ago, when a small lesion developed on_ his 
chin. Since then it has gradually increased in size 
About five months later, or seventeen months ago, the 
same type of lesion appeared on the upper lip, and it 
has slowly increased in size. The patient is a medium 
boned man, weighing about 178 pounds (80.7 Kg.). His 
general physical examination revealed normal conditions. 

Complete blood counts and results of a urinalysis 
normal. Repeated Kahn tests elicited negative 
No fungi were isolated from scrapings. The 
A nasal smear was nega- 
the chest was 


presents on 


years. 


were 
reactions. 
Mantoux test was negative. 
tive for leprosy. A roentgenogram of 
normal. <A biopsy slide is on view. 

Topical treatment, in the form of bland ointments, 
compresses and shake lotions, has been applied. A 
course of bismuth therapy and six intravenous injec- 
tions of oxophenarsine hydrochloride (mapharsen) were 
given. 

DISCUSSION 

Dr. Frep D. WetpMAan: On clinical examination | 
thought that this was an unusual sycosis vulgaris, but 
when I saw the section I did not note the leukocytic 
infiltration that should be present. The follicles were 
dilated and hyperkeratotic. Because of the lesion in 
the ear, I think that this may turn out to be lupus 


le in 
e thar 
| 
eXCess 
as 
age T) 
ured, a 
ad On 
t 
d wit 
} 
nd ot 
Nn int 
entger 
tery w 
Decen 
cover 
legs ar 
medi 
yutbrea 
actica 
sts ar 
the n 
sides 
Sis st 
legati\ 
68 pe 
yer cent 
le con 
he fact 
recely 
that 1 
herpet 
sever 
portant = 
> palms 
i 


192 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


erythematosus. Unfortunately, the section had been cut 
parallel to the surface of the skin, so that I could not 
evaluate conditions deeper in the corium, but I should 
like to see the paraffin block cut the other way, so that 
the deeper parts of the corium are cut correctly. I 
should be willing to make the diagnosis of lupus ery- 
thematosus profundus. 

Dr. H. E. Twininc: I think that there has been a 
slow progression. We have checked carefully as 
far as laboratory work is concerned and have not been 
able to find anything that might help in the diagnosis. 
With bismuth I think there has been a slight improve- 
ment. He has a history of a penile lesion, which may 
have been chancroid. 

Dr. THomas ButTtTerRWorTH, Reading, Pa.: I think 
that the presence of blepharitis suggests a coccogenous 
sycosis. I do not think the manifestations of the eye 
tonight would pass for lupus erythematosus. Has any 
attempt been made to epilate the patient ? 


Dr. H. Twininc: No. 


Chronic Blepharitis (Cause; Therapy?).  Pre- 
sented by ComMMANDER H. E. TwIininc. 


E. M., a white woman aged 29 years, rather thin and 
not well developed, has had a chronic inflammation of 
the lower lids for the past twenty-two years. It ex- 
tends about 0.5 to 0.75 cm. onto the cutaneous surface, 
is sharply demarcated and is often covered by a thin, 
adherent scale. Many of the cilia are missing. She 
has had gastrointestinal symptoms for the past six to 
eight years. She had the usual childhood diseases, in- 
cluding measles and diphtheria. A roentgenogram of 
the intestinal tract was normal and a normally func- 
tioning gallbladder was found. AIl cutaneous tests for 
allergy produced negative reactions. Several complete 
blood counts were normal. The urine was normal. The 
Kahn reaction of the blood was negative. The patient 
has been given ointments locally, eye washes, massive 
vitamin therapy, gold sodium thiosulfate and = mild 
roentgen ray treatment. 


DISCUSSION 


Dr. J. M. Scui_pkraut, Trenton, N. J.: I suggest 
the diagnosis of lupus erythematosus. This lesion is 
chronic and scaly; it looks atrophic, and the inside 
of the lids does not look quite as inflammatory as in 
blepharitis, but there is the infiltration of blood vessels 
one sees in lupus erythematosus. 

Dr. H. E. Twintnc: That was my first impression, 
too, and on that assumption I gave her fifteen injections 
of bismuth and gold sodium thiosulfate and _ finally, 
when no improvement occurred, she was given some 
fractional doses of roentgen rays, which did not produce 
an exacerbation but rather caused improvement. She 
looks better tonight than she has for some time. She 
has the definite scaling; there has been only one area 
involved, and she feels that the eruption followed an 
attack of measles or diphtheria at the age of 7 or 8 
years. 

Dr. IsApoRE ZUGERMAN: I had a case similar to 
this in which the eruption lasted about three years. 
The condition turned out eventually to be due to allergic 
causes. The patient was sensitive to a fluorescent light 
in his office. When the light was removed he re- 
covered. I believe that the use of dark glasses would 
help in this case. 

Dr. FRANK C. Knowtes: I believe it is a case of 
seborrheic dermatitis of the scalp. 


METROPOLITAN DERMATOLOGICAL 


3 
SOCIETY ; 
M. Montcomery, M.D., Presiden 
j 
James Lowry Miter, M.D., Secretar) 
April 17, 1944 ‘ 
A Case for Diagnosis (Verruca Plana; Liche 
| 
Planus?). Presented by Dr. Maurice J. Cost: 
P.-B., a woman aged 24, presents a generalized e \ 
tion, without lesions of the mucous membranes, \ ; 
involves the sides of the neck, arms, forearms, } , 
inner aspects of the thighs and anterior aspects 
legs. The eruption is of six months’ duration 
individual lesions are sharply demarcated, flatten 
slightly elevated, umbilicated violaceous and saln 
colored papules, from pinhead to matchhead siz: ‘ 
Therapy has consisted of subfractional doses I 
voltage roentgen rays, intramuscular injections of | ; 
muth subsalicylate and liver extract. 
DISCUSSION 
Dr. Lestre P. BArKER: Clinically, this case sugges 
one of lichen planus, although some of the lesions 
the leg have the characteristics of epidermodysplasia Fy 
verruciformis. 


Dr. J. Lowry Mitier: I agree with the diagnosis 
lichen planus. 

Dr. THomas N. GRAHAM: If I had to decide betwee 
lichen planus and verruca plana juvenilis in this 
I should make a diagnosis of thé latter. I find : 
lesions typical of lichen planus, but many of the lesior 
show all the characteristic features of verruca 
juvenilis. I believe that biopsies should be perfor 
of sections from several lesions in order definitely 
establish a diagnosis. 

Dr. Royat M. MontcoMery: This case resen 
one of verruca plana more than one of lichen plan 
Some of the lesions on the legs are typical flat wart 
Considering also the history of lesions on the nec 
which disappear quickly, I favor the diagnosis 
verruca plana. 

Dr. Latrp S. Van Dyck: In the first place tl 
considerable, itching, a point strongly in favor of | 
planus. I saw one glistening papule on the right t 
arm. There is a history of a recent death in the fami 
which one frequently finds in cases of lichen plan 
There are some lesions, especially the ones on the leg: 
which are characteristic of verruca plana. [ think that 
in this case I should make two diagnoses: lichen planus 
and verruca plana. 

Dr. Maurice J. Costetto: The dermatologists w! 
saw this young woman before I did was treating het 
for “warts.” The lesions on the forearms are shin 
flat, umbilicated and polygonal. They are skin colo! 
with a yellowish rather than a violaceous tone. Sever 
pruritus is a constant feature. Interspersed with ther 
are a number of lesions that appear to be verruca plan 
Similar lesions on the neck disappeared with the app 
cation of roentgen rays. 


} 


Lupus Vulgaris. Presented by Dr. Royat M. Mo! 
GOMERY. 
M. M., a man aged 49, has had the present eruptior 


for over twenty years. The plaque on the neck i0- 
lowed an abscess dating from the time the patient w4 
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jiation is no longer effective in this case. 


bed on the patch of lupus vulgaris. 
lesiccation 
her form of cutaneous tuberculosis is not infrequent 
ases of lupus vulgaris of the clavicular region. 


rhe 


ration, but I saw photographs of her. 


Ires are 
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[wenty years ago, following a scratch which 
t received in World War I, the involved area 
enlarged until it attained its present size. 
sent on the right anterior cervical region there 
ue 4 by 1% inches (10 by 3.8 cm.), which is 
ind indurated and scaly. Below this there is 
ed area, about 4 inches (10 cm.) by % to % 
to 1.3 cm.). Scarring is present in the center. 
it has extended over the larynx for 4% to %¥% 
» to 1 cm.). 
is treated with ultraviolet rays for one year, 
nrovement of the eruption. Later it failed to 
Three days ago a small area of the lower 
plaque was destroyed by electrosurgery. 
athologic diagnosis is lupus vulgaris. 


DISCUSSION 
losepH C. AMERSBACH: I believe that I am 


‘in thinking that the patient has begun treatment 
trodesiccation. I believe that this treatment is 


Apparently ultraviolet 
I believe 
satisfactory result can be obtained with electro- 
ition. 


N. GRAHAM: 


J. Lowry MILtLer: The best treatment in this 
uuld probably be complete destruction with the 


tric cutting current, applied through a wire loop. 


entire operation should be done in one sitting; 
ound should be dressed with wide mesh petrolatum 
and allowed to granulate. The resulting scar 
he remarkably pliable. Plastic surgical pro- 
contraindicated because of the size of the 


have a patient now with a similar but more exten 


ion who refused hospitalization. As a second 
treatment, solid carbon dioxide has been applied 
the about three 
length of time is generally required to heal the 
ion produced during each treatment. Cure has 
heen obtained because of recurrence in the treated 

rhis is the objection to any method short of 
lete destruction at one sitting. 


‘tion of lesion every weeks. 


Maurice J. Costetto: I believe that the diseased 


should be excised widely by a plastic surgeon, 


iuse there are always satellite lesions not clinically 


e beyond the borders of the patch. The affected 

uld then be covered with a skin graft. I do not 
y that cannot be done in this location. Injections 
erculin in gradually increased doses over a long 
| should be tried. Patients have been treated with 
of success with tuberculin-containing ointment 
Fractional elec- 
take a long time. A _ history of 


ree 


will 


rculous lymphadenitis may eventuate in scrofulo- 


na or lupus vulgaris at the site of the disease. 


Roya M. Montcomery: A clinic patient who 
lupus vulgaris had a plastic repair on the entire 
side of the face. I did not see her before the 
Immediately 


vard the results were excellent. Later lupus vul- 


nodules that were extensive developed in the 
repair. Therapy in the case presented here is 
blem. Dr. Miller suggested extensive electro- 


y. That and plastic surgery are the two courses 


Ww, 


TR. 


INSACTIONS 


Lupus Erythematosus; Pityriasis-Rosea-Like 
Dermatitis Following Therapy with a Gold 
Salt. Presented by Dr. Latrp S. Van Dyck. 


F. J. F., a ship’s plumber aged 39, has had a reddish 
patch in front of his left ear for the past six years. 
\t the age of 10 years he had an operation for en- 
larged lymph nodes on the right side of his neck. 

In 1939, he received twelve injections of bismuth 
subsalicylate intramuscularly and sixteen injections of 
gold sodium thiosulfate intravenously, which cleared the 
patch on his left cheek. In May 1942 he went to East 
Africa, where he was exposed to bright sunlight. The 
lesion on his cheek recurred and became enlarged and 
inflamed. He received many injections of a gold salt 
in 1943, with improvement of the lupus erythematosus. 
In December 1943 a lesion resembling ringworm ap- 
peared on his shoulder. A culture of material from 
the lesion examined at the United States Marine Hos 
pital was positive for fungi. In March 1944 another 
culture prepared at the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital 
was negative. During the past few weeks new lesions 
have appeared on the trunk, which resemble pityriasis 
rosea. Injections of a gold preparation have been dis- 
continued. 

In the left preauricular region is a sharply outlined 


erythematous and scaly patch showing telangiectasia 
and atrophy. Scattered over the trunk are oval and 
circinate erythematous and scaly patches, some of 


which have been present for four months and others, 
for two or three weeks. 
The Wassermann reaction of the blood was normal. 


DISCUSSION 


Dr. Royat M. Montcomery: I believe that the 
eruption on the body is due to therapy with a gold salt 
and to secondary eczematization. I feel that there 


might have been a mistake in the first examination for 
tinea. I am inclined to discount that examination and 
accept the results of the one made at the Skin and 
Cancer Unit of the New York Post-Graduate Medical 
School and Hospital, which was negative. The 
figuration of the patches does not point to a fungous 
infection. Roentgen therapy has improved the eczema- 
tization. 


con 


Dr. JosepH C. Amerspacu: The eruption is prob 
ably due to the gold preparation. I had a patient with 
a similar eruption following therapy with a gold salt. 

Dr. THomas N. GraHam: I agree with Dr. Mont- 
gomery that this eruption is probably due to the gold 
preparation. The pizmentation of the lesions strongly 
suggests this diagnosis. I think that this eruption does 
not resemble tinea circinata, because of the pigmentation 
as well as the absence of normal-looking skin in the 
centers of the patches. 

Dr. J. Lowry Miter: I agree with the diagnosis 
of dermatitis medicamentosa, because of the history 
and the type of lesion present. In a fair number of 
cases observed at the Vanderbilt Clinic the eruption has 
resulted from gold sodium thiosulfate used in the treat- 
ment of arthritis. This type of lesion is not uncommon 
in such cases. Soreness of the tongue, particularly at 
the onset of the disease, is common. I should like to 
ask if that symptom has been noted in this case. 

Dr. Maurice J. Costetto: I think that this eruption 
is a dermatitis medicamentosa due to the injection of 
gold salts. I have seen a fair number of patients with 
lupus erythematosus who have had tuberculous lymph- 
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adenitis or who gave a family history of pulmonary 
tuberculosis. Patients with lupus erythematosus should 
be examined for tuberculosis with this in mind. 

Dr. Lairp S. Van Dyck: This patient returned from 
Africa with a circinate lesion on his back and several 
smaller ones on his chest. They had been diagnosed as 
tinea circinata, and scrapings examined at a_ hospital 
laboratory were reported being positive for 
fungi. I prescribed fungicidal remedies, which only 
aggravated the eruption. Soothing applications and 
roentgen therapy brought improvement. When treat- 
ment of his lupus erythematosus with injections of 
50 mg. of gold sodium thiosulfate was resumed, new 
lesions, resembling pityriasis rosea, appeared on _ his 
abdomen. Injections of the gold salt have been dis- 
continued. 


CHICAGO DERMATOLOGICAL SOCIETY 


L. M. Wieper, M.D., President 


Marcus R. Caro, M.D., Secretary 
April 19, 1944 


Hodgkin’s Disease with Pruritus. Presented (by 
invitation) by Dr. MArTHE Erpos-BRrown. 


F. W., a white woman aged 37, complains of an 
intense generalized itching of five months’ duration. 
Two years ago, at the New York Memorial Hospital, 
a diagnosis of Hodgkin’s disease was made, based on 
biopsy of a cervical node. The patient had twenty to 
thirty roentgen ray treatments in New York and 
Chicago without any subjective improvement in the 
itching. Since the beginning of her illness she has 
lost about 30 pounds (13.6 Kg.). 

On both legs, the back and the buttocks there are 
numerous papules irregularly distributed. They are 
red and slightly scaly and are somewhat below the 
level of the skin. Once healed, they leave depigmented 
areas. The face is free of lesions. Local treatment has 
had little effect, and the eruption is highly resistant to 
internal medications, although the patient feels that 
calcium gluconate by mouth has helped her a little. 

The hematologic examination on Feb. 3, 1944 showed 
3,530,000 erythrocytes and 25,050 leukocytes, with 75 
per cent polymorphonuclear leukocytes, 4 per cent 
lymphocytes and 7 per cent monocytes. 

The liver and spleen are not palpable. 

DISCUSSION 

Dr. ArtHUR C. Curtis, Ann Arbor, Mich. (by in- 
vitation): I agree with the diagnosis in view of the 
type of lesion. There are numerous lesions that have 
apparently healed without scarring. The likelihood is 
that the eruption is a lymphoblastoma of the Hodgkin 
type. 

Dr. MAURICE OPPENHEIM (by invitation): The case 
is certainly one of Hodgkin’s disease because the lesions 
are advancing to tumors and because they are extend- 
ing to other parts of the body. I suggest that a tuber- 
culin test be given. 

Dr. MARTHE Erpos-Brown (by invitation): I shall 
follow Dr. Oppenheim’s suggestion and give either a 
tuberculin or a von Pirquet test. I presented the case 


with a question in my mind as to whether the lesions 
were an independent disease of the skin or a manifes- 
tation of Hodgkin’s disease. 


DERMATOLOGY 


SY PHILOLOGY 


AND 


A Case for Diagnosis (Congenital Ectoderm, 
Defect; Moniliasis?). Presented by Dr. 7; 
DORE CORNBLEET and (by invitation) Dr. D. ¢ 
and Dr. H. C. ScHorr. 


E. L., a woman aged 20, has a disorde: 
nails, which she thinks has been present sinc: } 
Fight finger nails are involved and are now 
as mere stumps, thickened, opaque and supp: 
debris. The nail beds are not keratotic. Tw 
finger nails are apparently normal. One of t 
had been equally involved with the other ei 
the.patient claims that it grew to its present appeara 
after a surgical avulsion. The toe nails are simila; 
affected. There is a scaling erythema at the we 
the fingers. The commissures of the lips sho 
scaling maceration. The tongue is vividly red, smo: 
and atrophic. The scalp is bald. 

The patient is blind. She was told that 
interstitial keratitis. She does not perspire freely 
is not uncomfortable in the summer, although her pa 
and soles show free sweating when she _ be 
nervous. 

The serologic reaction for syphilis was negative, 
scrapings from the nails had enormous numbers 
yeastlike organisms but no hyphae. 


DISCUSSION 

Dr. J. H. MitcHetv: I should like to ask whet 
the cultures were positive. In looking at the na 
I noticed that the characteristic paronychia is 
present. Clinically, the nails resemble nails affect 
with ordinary ringworm more than ones with monilias 

Dr. C. W. Finnerup: I should like to know 
early fungi were found. The lesions at the angles 
the mouth are compatible with moniliasis, but the 
tient has unusual manifestations of the nails in t 
absence of paronychia. 

Dr. THEopoRE CorNsLEET: The scrapings from 
nails showed an enormous number of yeastlike orga: 
isms. There were no hyphae present. I do not kn 
whether the organisms that were present are actu 
causing the disturbances of the nails. I am not makin 
a diagnosis of moniliasis, though the lesions of the 
are somewhat suggestive. I know of no reference 
the literature which states that any particulai 
has been done to show that moniliasis of the na 
necessarily: produces paronychial changes or that s 
changes must be present before the nail is involv 
It is possible that such a thing happens in each case 

I am more interested in the vestigial changes wl 
fit in with an ectodermal defect. The patient stat 
that the changes in the eye were diagnosed as syphi 
but Jadassohn, in a description of cases similar to t 
of the patient’s diagnosed them simply as “dysker 
tosis of the cornea.” There are other changes preset 
in this case which somewhat suggest dyskeratosis 
the skin. Jadassohn was of the belief that in suc! 
case there are numerous changes present in the s: 
which are somewhat related. No two patients sh 
the same picture but all such pictures are classed 


the group of general ectodermal defects. It is iro! 
that standpoint that the case interests me. 
Lupus Vulgaris. Presented by Dr. A. B. He 


NINGSEN (by invitation). 


This 45 year old white woman was first seen at t 


University of Chicago Clinics yesterday, April 15, 1 
She first noticed a lesion on her right temple thirty 
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Thirteen years ago the lesion began 


s ago 
: , Three years ago the patient received injec- 
i gold preparation twice a week for one year, 
4 sults. Her general health has always been 
é tended, sharply limited infiltrated lesion, on 
t side of the face, scalp and neck, shows all 
! teristic features of lupus vulgaris. ; Lupus ver- 
Bucos ipus tumidus and the hypertrophic-ulcerative 
orn ill represented in this lesion. 

ioroscopic examination showed no pulmonary 
bober sis. The intradermal tuberculin test with old 
Bauberculin, diluted 1: 10,000, elicited a positive reaction. 
Whe Kahn reaction of the serum was negative. 


DISCUSSION 


me, un 


disease. 


FE. Micuerson, Minneapolis: To 

ly, lupus vulgaris is a fascinating 

the diagnosis 1s accepted rather readily, I 
whether one takes the pains to study the cases 
thoroughly as one might. This woman presents 
which to me are striking. It is known that 
pathologic changes in lupus vulgaris have a ten- 
go deep. The differential pathologic diagnosis 

n whether lymphatic stasis or scarring is 

nt. In this woman, in spite of the location of the 
n, there is no induration of the eyelids, no narrow- 
i the palpebral canal and no trouble with the ear. 
rries on her work in a factory, and the disease 
not affected her, either physically or psychologi- 


\s to therapy, I do not know what to suggest. She 
has had the lesion for thirty-three years, and I believe 
that she will live her life just as well if she is let alone. 

Francis W. Lyncu, St. Paul: As Dr. Michelson 

here is no evidence of scarring. From its appear- 

the eruption is superficial. Although the patient 
nable to close her eyes completely, there is no 
| paralysis on the right side. 


Dr. Louts A. BRUNSTING, Rochester, Minn.: I should 
hike to call attention to the ulceration in the center. It 
\wn that occasionally lupus vulgaris degenerates 
malignant process. This point should be looked 


KI 


into. I do not know how the case should be managed 
from the standpoint of treatment. 
Dr. 5S. RorHMAN (by invitation): I feel that clini- 


cally the lesion is not malignant, though I did suspect 


it, As to therapy, I should first remove the secondary 
crusts or scales. I believe that I should not start with 
pyrogallol, as has been suggested. 

Dr. A. B. HENNINGSEN (by invitation): It is rather 


eresting that in spite of the lesion on the face, this 
patient has been married twice and has two adopted 


Adenoma Sebaceum (Pringle?). Presented (by in- 


vitation) by Dr. S. RorHmMAN and Dr. A. L. 
SHAPIRO. 
\W., a schoolgirl aged 15, was first seen in the 
tology Clinic of the University of Chicago on 


30, 1937, when she was 8 years old. At that 
me she presented an eruption of six years’ duration 
nose, cheeks, chin and lips, consisting of small 
reddish papules. The clinical diagnosis was 
‘le type of adenoma sebaceum. The patient also 
ted a verrucous papilloma (verified by biopsy) of 
The facial lesions were treated 


miscrete 


ht second toe. 


lid carbon dioxide with good cosmetic results, 
patient objected to the treatment and stopped 
The case was reported by H. W. 


cor to the clinic. 


rR. 


{NSACTIONS 


W oolhandler and S. W. Becker in their paper “Adenoma 


of Sebaceous Glands” (ArcH. DerMat. & Sypu. 45: 
743 [April] 1942). 
On March 20, 1944, about five and one-half years 


after her last visit, the patient returned to the clinic 


and stated that there had been an increase in_ the 
number of lesions in the nasolabial folds. She now 
presents multiple papules, flesh-colored, brown and 


brownish red, pinpoint to pinhead sized, mainly in the 
region of the and previously 
She is mentally alert, and she is doing well 


central face chin as 
described. 
at school. 


DISCUSSION 


Dr. S. W. Becker: I treated this girl many years 
ago, and one can see several free areas on the cheeks 
and nose where solid carbon dioxide was used. The 


result evidently has been permanent in the areas which 
were treated. 
Dr. M. H 
that adenoma 
tuberous sclerosis. 
girl has no other manifestations. 


Enert: It is pretty generally recognized 

sebaceum is only a manifestation of 
It is rather extraordinary that this 
She has no tumors 


of any type, and she stated that she has no nevi. 


I am pleased to see the results of Dr. Becker’s treat 
In the outpatient de 
grade mentality with 


ment with solid carbon dioxide. 
partment there is a boy of low 
many sebaceous cysts, who has been shown before this 
Society. He is being treated solid carbon 
dioxide, largely for the psychic effect, to make him ieel 
that he is having something done for his disease. 


Vitit 


Dr. Orro Foerster, Milwaukee: The lesions in this 
patient are small, some almost miliary, which, | think, 
is unusual. The lesions were considerably larger in 
most of the cases that I have encountered. In 1913 
4 cases were presented in which the patients were all 
from the same family, and in only 1 was there tuberous 
sclerosis. 

Dr. S. RorHMAN (by invitation): The lesions are 
too small for tuberous sclerosis. In all the cases that 
| have encountered previously there were larger 
lesions, and in all there was more or less telangiectasia 
present. Dr. Becker, in his publication, emphasized 
the cases in which episclerosis can be found. It is 
interesting that the patient had a papilloma on one 
of the toes. Dr. Shapiro found in the literature 3 or 4 
cases of tuberous sclerosis with papilloma on the toes 


A Case for Diagnosis (Lichen Syphiliticus [Ex- 
tragenital Infection]; Lichen Scrofulosorum?). 
Presented by Dr. S. W. Becker and (by invitation) 
Dr. E. A. STRAKOSCH. 

B. S., a Negro girl aged 8, was referred to the 
Chicago Intensive Treatment Center on April 5, 1944, 
because of a cutaneous eruption and a Kahn titer in 
her blood serum of 280 units. She gave a questionable 
history of having had a sore on the dorsum of the 
left foot, which appeared approximately five to eight 
weeks before admission. Subsequently, two ulcers ap- 
peared on the upper third of the left thigh, which 
broke down and discharged pus. Four to five weeks 
prior to admission a generalized cutaneous eruption 
had been noted. 

On examination there was an indurated plaque in 
the center of the dorsum of the left foot and two 
indurated, partly healed ulcers on the anteromedial 
aspect of the upper third of the left thigh, which were 
discharging pus. On the trunk, neck, arms and legs 
was a lichenoid eruption, which was grouped in annular 
or oval arrangement, with some scaling in the center. 
No genital or mucosal lesions were found. 


195 
Ctoderm; 

Dr. T; 

D ( ¢ 
der 
since | 
res 
pp t 
rw 
the lat 

el t 
appearar 
similar 
he webs 
sho 
ed, smont 
it she 

fre ely 
her pal 
e becor 
— 
that s j 

involve 

Case 
wh 
ent stat 
s syphi 
ar to tha 
“dysker 
ratosis 
in such 

the sk 
nts sh 
*lassed 
1c iri = 
en at tt t 
18, 194 t 

le thirty ] 


196 ARCHIVES OF 


A roentgenogram of the chest showed a questionable 
primary complex in the lung. Repeated examinations 
of scrapings and pus from the ulcers on the thigh 
revealed no tubercle bacilli. The Mantoux test, with 
a 1 to 10,000 dilution of tuberculin on the right arm, 
elicited a strongly positive reaction. 

The quantitative Kahn titer of the blood serum was 
as follows: 280 units on April 1; 160 units on April 4, 
and 80 units on April 6. 

No treatment has been administered. 


DISCUSSION 


Dr. Uvo J. Witt, Ann Arbor, Mich.: It seems to 
me that the differential diagnosis between lichen scro- 
fulosus and lichenoid syphilid is sometimes quite impos- 
sible unless one has associated observations of the. two 
diseases. I feel that this child has lichen scrofulosus, 
even though the appearance of this lesion is more diff- 
cult to differentiate in a Negro patient than in a 
white one. 

Dr. E. A. Oxtver: For the same reasons Dr. Wile 
has given and because of the pathologic changes in the 
chest. I feel that this is lichen scrofulosus rather than 
a lichenoid syphilid. 

Dr. H. E. Micuerson, Minneapolis: The case is 
difficult to analyze because one cannot call on one’s 
memory to help. I have not seen anything just 
like this eruption, so I have to make a diagnosis by 
analysis. I have never seen a syphilitic eruption ac- 
quired in a child so young. If it were syphilis, | 
should expect other symptoms. This eruption is more 
like sarcoid or tuberculosis in the Negro. I should 
be more apt to think that it is lichen scrofulosus, as 
there are enlarged lymph nodes and other signs that 
point in that direction. 

Dr. MAvuRICE OpPENHEIM (by invitation): I have 
observed cases of lichen scrofulosus, but I am really 
in doubt as to whether this is one of lichen scrofulosus 
or syphilid. 

Dr. S. RotHMAN (by invitation): In this case 
there are no grouped follicular lesions such as are 
present in lichen syphiliticus. I accept Dr. Michelson’s 
statement that the lesions have a sarcoid-like structure. 

Dr. M. R. Caro: I had occasion to examine a 
section from this patient taken about two weeks ago. 
At that time the changes were vascular and perivas- 
cular, and there was thickening of the vascular wall. 
The infiltrate consisted largely of lymphocytes. I 
made a diagnosis of possible syphilis. The biopsy 
specimen from the foot has a different picture and, 
as Dr. Michelson says, fits in with sarcoid or the type 
of tuberculosis seen in the Negro. ; 

Dr. Uno J. Wire: I am sure that I have seen 
this eruption in children. My attention has been called 
to it by pediatricians in cases of generalized tubercu- 
losis with accentuation of the grouped lesions. I think 
that it is not as rare as would seem to be indicated 
by the discussion. Those who have to do with tuber- 
culosis in children see more of it than dermatologists do. 

Dr. S. W. BECKER: 
difficulties. There was another patient the same day, 
a middle-aged Negro man, who had grouped follicular 
lesions which to me seemed to be identical with the child’s, 


This child presented some 


but in his case they covered the entire body, even the 
scalp. My initial diagnosis was lichen scrofulosus, for 
the reason that this child gave a history of having 


had a sore on the foot. After a few weeks these 


ulcerative lesions on the left thigh appeared in the 
region of the femoral lymph nodes, though I had felt 


DERMATOLOGY AND SYPHILOLOG) 


no enlargement of the lymph nodes. A te 
later the generalized eruption developed. I th nk , 
it is probably lichen scrofulosus. The patier 
high titer in the original Kahn reaction, and tat ; 
has gone down too rapidly to represent a re 
syphilis. It may be a nonspecific reaction. [j , 
eruption is a primary inoculation tuberculos 
unusual, because this sarcoid structure is not 

nary picture that is seen. The history was sucges 
of an inoculation tuberculosis with lymphadenopa: 
and later this generalized eruption. 


Generalized Progressive Scleroderma with |, 
volvement of the Glottis and Esophagus. 
sented (by invitation) by Dr. S. RotuMman 
Dr. Z. FELSHER. 

V. F., a white woman aged 43, was well 
November 1941, when she began to have pain in; 
fingers, which rapidly spread to the lower extremit 
shoulders and spine. Soon thereafter she noticed , 
fatigability and generalized weakness, with widespr 
and increasing thickening and hardening of the 
The motion in all joints, especially in those of : 
hands and fingers, became limited. In June 1942 . 
began to have difficulty in swallowing food, result 
in regurgitation, especially of solids. This has 
tinued to the present time. 

The physical examination reveals an undernouris) 
white woman, chronically ill and unable to get at 
without aid. The skin is dry, hard and stiff, with larg 
areas of brown pigmentation, especially on the ne 
waist, pubes and feet. The fingers are deformed, 2 
motion of the joints is limited. The extremities 
wasted. The voice is nasal in quality. The lar 
gologic examination showed inability of the glottis: 
close. Esophagoscopy showed no abnormalities, 
fluoroscopic examination revealed a characteristic 
of pharyngeal movements and esophageal peristals 
involving both voluntary and involuntary muscles. 
soft palate was involved in the atrophic proce 
Roentgenograms showed osseous changes characteris 
of scleroderma. There was interstitial calcinosis 
the soft tissue about the knees. 

The laboratory examinations revealed no abnorma 
ties except a mild leukocytosis, with a low gra 
temperature. 

DISCUSSION 

Dr. C. W. LayMon, Minneapolis: If one accepts t 
view that scleroderma is a process that affects all | 
structures in the body, then probably the intem 
structures are involved more frequently than is real! 
A few years ago Weissenbach, in the Bulletin di 
Soctéié francaise de dermatologie et de syphiligra,: 
ported a dozen cases of scleroderma with involvem* 
of the esophagus. He found various changes in t 
esophagus from leukoplakia to stenosis of the esophag 
and he even found involvement of the stomach. 

Dr. S. RorHMAN , (by invitation): An unusual! 
ture of the case was the blood picture. 


A Case for Diagnosis (Lupus Erythematosus’ 
Presented by Dr. Hersert RAttTNeR and | 
Maurice Dorne. 

Mrs. E. J., a white woman aged 54, states that 4 
one year ago she first noted slight redness, putt 
and itching of the eyelids. Gradually the redness 
tended to involve the entire face, forehead an 
at the same time red patches appeared on the fing 
Later the forearms and buttocks became 
About six months ago she began to suffer from 
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She has lost 45 pounds (20.4 Kg.) during 
year, has become progressively weaker and 
st few months has noted that the muscles of 
have been getting weaker. 
imination revealed a rather diffuse erythema 

well defined patches on the neck and chest 

beyond the “V,” the sacral region, the 
irfaces of the hands and the nail and 

patches on the outer surfaces of the fore- 
he patches have a superficial resemblance to 
but in places there appears to be atrophy 
he follicles, telangiectasia and a _ reticulated 
yperpigmentation. There some discrete 
itous lesions on the vermilion borders of the 

| telangiectatic spots on the buccal mucous 
nes and hard palate. 

voltage roentgen therapy was applied over the 

gion and on each buttock for a lesion of the 
sigmoid. There is diffuse pigmentation of the 

the pubic area and a sharply demarcated patch 
ementation on each buttock. Within each of the 
areas there 1s a smaller patch with erythema, 
hy and telangiectasia. 

examination of the blood showed: hemoglobin 
ntent, 51 per cent; erythrocytes, 3,020,000; leuko- 
5,000, with a differential distribution of 77 
yer cent polymorphonuclear leukocytes, 1 per cent 
Rosinophils, 1 per cent basophils, 6 per cent lymphocytes 
Qui 15 per cent monocytes; anisocytosis 2 plus, poikilo- 
fytosis 2 plus, and polychromatophilia 1 plus. The 
K was negative. Determination of the 
Blood chemistry showed nonprotein nitrogen content 
v mg., total protein 4.7 mg., albumin 2.9 mg. and 
b 


folds 


are 


hn reaction 


bulin 1.8 mg. per hundred cubic centimeters. . The 
sal metabolic rate was plus 15 per cent. 


DISCUSSION 
Dx. Oviver S. Ormssy: I think it is lupus ery- 
®hematosus. 
M. H. Expert: I had an opportunity to see this 
man in the ward. There was a rather confusing 
ture. It seemed from the medical report that there 
some stenosis of the rectum, probably due to a 
r, which might have accounted for the diarrhea 
oss of weight. On the other hand, she had a low 
ide fever, with a temperature at times up to 101 F. The 
ns on the skin were practically the same as 
lay On the backs of the hands there 
me red plaques. There was some edema at the nail 
ds and some dilatation of the vessels on the palms. 
addition, the patient had peculiar poikiloderma-like 
nges on the back and on the chest. She had a diffuse 
hema of the face. In places there was definite 
hy. She had erosions in the mucous surface of 
mouth. In spite of the temperature the leukocyte 
was only 4,000. Considering the entire picture, 
a diagnosis of acute disseminated lupus ery- 
osus, in spite of the fact that the lesions on the 
unusual. I had never seen anything like 
rhe changes in the section will, I think, bear 
saw the patient before the 


were 


were 


diagnosis. I 
were made. 
F. W. Lyncn, St. Paul: 
igreement with a diagnosis of lupus erythema- 
the acute nature of the involvement; 
is the sharply outlined eruption on the chest. 
ire no lesions beyond the costal border. The 
diffuse but equally separated 
The histologic sections 


There are points that 
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is not only 


ut most of its extent. 
ipus erythematosus, though there is not much 
dilatation and scaling. 


There is a definite 
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involvement of the connective tissue, which I have not 
seen in lupus erythematosus. The specific stain for 
elastic tissue showed fragmentation completely down 
to the connective tissue. 

Dr. Epwarp A. Oniver: One has to consider the 
possibility that this woman will eventually have poikilo 
derma. The history of the eruption beginning on the 
face, the involvement of the eyelids and auricles and 
the character of the eruption are similar to the fea 
tures of Jacobi’s original case. When Jacobi’s case 
was originally presented, there was a difference of 
opinion as to what the disease was. There were signs 
and symptoms of lupus erythematosus, and that diag- 
nosis was considered by some of the men who differed 
with his diagnosis of poikiloderma. I believe that 
poikiloderma cannot be ruled out and that this woman 
will have to be watched. 

Dr. Lours A. Brunstinc, Rochester, Minn.: In 
older people lupus erythematosus has a milder course. 
The thing that struck me was the degree of myositis. 
The patient has telangiectasia of the face but not 
enough changes to be suggestive of lupus erythema- 
tosus, but, as Dr. Oliver said, there are enough changes 
to make one think of poikiloderma. The striking fea- 
ture was the lichenoid plaques on the ankles and on the 
elbows and knees. It is always difficult to differentiate 
between subacute and acute disseminated ‘lupus ery- 
thematosus. I suggest that an examination be made 
for creatinuria. 

Dr. THEODORE CORNBLEET: This woman has a low 
proteinemia, though the albumin-globulin ratio is nor- 
mal. That picture is one which is found repeatedly in 
lupus erythematosus disseminatus. 

Dr. Louis A. Brunstinc: That will occur in many 
wasting diseases if the patient is not properly nourished. 

Dr. OppENHEIM (by invitation): It is 
striking to see the weakness of the muscles. I suggest, 
first, an examination for collagen and then biopsy of 
a specimen from the muscle. 

Dr. S. J. Zakon: The patient told me that she 
starved herself for a year and a half because of the 
diarrhea, living only on liquids. That explains some 
of the atrophy of the muscles and some of the changes 
in the blood chemistry. 

[>k. HERBERT RATTNER: I am at a loss with regard 
to classifying this case. There is much to suggest 
lupus erythematosus, yet the poikiloderma-like changes 
dominate the clinical picture. I attributed the profound 
weakness of the patient to the presence of carcinoma of 
the sigmoid with resultant diarrhea and lack of appe- 
tite; it was not until Dr. Brunsting’s suggestion was 
made that I gave any thought to the probability that 
this is a case of dermatomyositis. All the symptoms 
fit in well with that diagnosis, and further investigations 
along that line will be made. 

Notre.—Biopsy of the muscle showed changes typical 
of dermatomyositis. 


A Case for Diagnosis (Tuberculid?). [Presented 
by Dr. M. H. Expert and (by invitation) Dr. M. 
OTSUKA. 

R. M., a white man aged 40, presents lesions on the 
face of eight years’ duration and on the cornea of 
both eyes of seven years’ duration. A poorly defined 
erythematous band exteéhds from the level of the zygoma 
to the jaw on either cheek. The chin and the right 
side of the forehead are similarly affected. In these 
areas are numerous pinhead-sized follicular papules. 
No color remains under diascopic pressure. The lobes 
of the ears are bright red and slightly edematous. 
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The ophthalmologic department of Cook County Hos- 
pital reports that in the left eye there is a 3 plus ciliary 
congestion in the temporal sector. A pterygium-like 
conjunctival infiltration extends up to the pupillary area. 
\t the apex there is a yellowish white plaque. In the 
right eye there 1s a triangular leukoma on the nasal 
side of the cornea. The clinical impression is that of 
rosacea keratitis. There was a strong reaction to a 
1: 100,000 dilution of Koch’s old tuberculin injected 
intradermally. The leukocyte count was 10,400, with 
a normal differential count. The hemoglobin content 
was 92 per cent, and there were 5,200,000 erythrocytes. 
The blood chemistry was normal. The roentgenogram 
of the chest was interpreted as showing increased 
fibrotic markings throughout both lungs, with some evi- 
dence of an old infiltrative process involving the lett 
infraclavicular region. The picture was compatible with 
an old fibrotic area of tuberculosis 


DISCUSSION 


Dr. Joun EF. Mappen, St. Paul: Because of the 
localization of the process, I thought of a sensitization 
to light, though apparently the eruption was not in- 
tensified by exposure to sunshine. The lesions them- 
selves are not such as one sees in lupus erythematosus. 
Some of them are pustular. There are certainly sep 
arate lesions on the nose and forehead. 

Dr. C. W. Finnerup: I did not see the section, but 
{ thought, without too much imagination, that there 
was some rather characteristic color remaining after 
diascopic pressure. I rather felt that while it is not a 
classic rosacea form of tuberculid it might well be a 
manifestation of tuberculid in some form or other. 

Dr. M. J. Reuter, Milwaukee: The eruption had 
many characteristics of rosacea, particularly the involve- 
ment of the midline of the face. I thought that there 
were definite pustular elements present. I favor a 
diagnosis of rosacea. If it is rosacea, the eruption 
may be cleared rapidly by the use of sulfosalicylic acid 
paste. 

Dr. H. EF. Micuetson, Minneapolis: Dr. Winer and 
I have been interested in the problem of whether 
rosacea is tuberculous or whether there is such a dis- 
ease as a_ rosacea-like tuberculid. The answer will 
come, I think, if one studies rosacea. There is no 
entity that has as many variations as rosacea. I think 
that this man has the en plaque type of rosacea. I do 
not believe that the therapeutic test, as suggested by 
Dr. Reuter, is valuable in rosacea. There are many 
cases of rosacea in which treatment of every known 
kind has been tried, but without result. I believe that 
one cannot say that because the disease does not 
respond it is something else. 

Dr. M. H. Epert: This patient was referred to the 
outpatient dermatologic department by the ophthal- 
mologic department. They were particularly interested 
in the case because of the unusual changes in the 
cornea of both eyes. They described a leukoma in 
the right cornea with some pterygium-like lesion. In 
one eye there is a ciliary congestion. When I examined 
the patient, my first thought was rosacea with ocular 
changes. I have seen rosacea with congestion of the 
conjunctiva, such as this man has. The leukoma might 
be a sequel to an ulceration of the cornea. My next 
thought was a Lewandowsky type of tuberculosis, and 
that is why a biopsy specimen*Swas taken. The first 
specimen was not satisfactory. The second one, taken 
two days ago, revealed the structure rather clearly. I 
am still somewhat in doubt about the diagnosis, though 
I still favor rosacea. I agree with Dr. Nichelson that 


the term “rosacea” covers a wide range of clinical 
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manifestations, but I have personally never s¢ t 
particular type of rosacea with this peculiar b. nd/ 
arrangement, beginning at the level of the zygor 
extending down each cheek. I also had the rat} 
ietched idea that this might be some manifesta 
lymphoblastoma, and for that reason I had 
count made. There were no significant changes. } 
I thought that the patient should be observed wit! + 
in mind. The ophthalmologic department is 

that the diagnosis of the cutaneous eruption be r: 
and in the circumstances I shall say rosacea. 


Systemic Blastomycosis. Presented by Dr. Day 
V. Omens and (by invitation) Dr. Hai 
OMENS. 


S. B., an Italian defense worker aged 59, presents 4 
eruption of three weeks’ duration, which is compos 
of variably sized nodules involving the face, body an 
extremities. These nodules are sharply defined, wit 
sloping edges, and are crust covered, with evidence 
miliary abscesses in the vicinity of the edges. 7 
examination of the pus expressed from these les; 
reveals the budding organism of Blastomyces. 

The patient states that six weeks ago. bronchit 
developed. One week after the onset he consulted 
doctor, who hospitalized him for six days. He: 
unproved to the extent that he was discharged 
cured. About one week after leaving the hospital t 
first lesion appeared on the chin, and others s 
followed. The examination of the early lesions sh 
a deep nodular infiltrate, which gradually be 
larger, involving the overlying skin, and breaks doy 
with classic lesions as seen today. The patient \ 
seen for the first time last night. 


DISCUSSION 


Dr. Uno J. Wire, Ann Arbor, Mich.: I wond 
whether Dr. Omens would consider nodular brom 
derma. As I understand, the lesions were present | 
only three weeks, a rather short time for blastomycosi: 
The lesions are inflammatory. I think that the orga 
isms may be secondary invaders. 

Dr. J. H. MircHett: My impression is the same 
Dr. Wile’s. If blastomycetes were present in t 
section I did not find them, though the time devoted t 
studying the section was short. 

Dr. Epwarp A.’ Oritver: I should like to ask 
there are symptoms of systemic blastomycosis and ai 
pulmonary symptoms. If the eruption is a_ systen 
blastomycosis, would not the name of this diseasé 
disseminated lesions of blastomycosis rather than sys 
temic blastomycosis? 

Dr. M. H. Expert: I thought that I saw a_ budding 
double contour organism. I think that Dr. Wile’s porn! 
is excellent. It is easy to make a diagnosis of blast 
mycosis when the disease is protracted. 

Dr. O. S. Ormssy: The lesions in the skin are no 
those of cutaneous blastomycosis; they are simp 
ulcers and crusted lesions occurring on top of dee{ 
seated abscesses. I had the privilege of working u 
the first case reported of systemic blastomycosis, an 
that patient had multiple nodules all over the bod 
The pus obtained on puncture of one of the lesion 
was loaded with blastomycetes. The lesions 
looked like a bromide eruption. I saw no typical sul 
cutaneous abscess, though there was one that was som 
what suggestive. I am rather doubtful about this bein 
a systemic blastomycosis. I have never encountereé 
a case of the acute disease in which the lesions 
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k. Caro: Blastomycosis is sometimes mis 
a drug eruption. 
A. Otiver: It this is a blastomycosis, it is 


mic; it is rather a blastomycosis with numer 
H. Mircuertt: A number of 
ith widely disseminated blastomycotic 
sented to the Society. They were typical cu 
lesions—none of this type at all. He had 
of small lesions. I had him under observa 
the clinic for a considerable length of time; 
went to New York. When he returned the 
ad grown to enormous There 
involvement. 
davip V. OmeNs: I saw this patient for the first 
t night, and on examination of the pus I found 
l\ding organism twice. I thought that I should 
this observation, and on the next examination 
the organism three or four times. I showed the 
Dr. Ebert, and he thought that budding 
ims were present. The patient is a_ healthy 
dian who works in a factory, interviewing peopl 
perate machines. He had no occasion to us¢ 
He gave a history which was suggestive of 
hitis. He did nothing at all about his symptoms 
week: not getting better, he consulted a physi 
When the lesions on the skin developed, the 
sent a specimen of the serum to a laboratory, 
diagnosis of blastomycosis was made. He 
cierred the patient to me. 


years ago a 
lesions 


Was no 


Uno J. Wire: The patient told me that the 
in he had during the attack of bronchitis did 

for him. 

Daviy V. Omens: He was hospitalized for six 
d the bronchitis cleared entirely. He could 


nulate enough bromides in that length of time 
duce an eruption. 

Uno J. Wire: He may bromide-sensitive. 
are cases in which bromoderma developed in a 
irom one dose of a bromide taken by the mother. 


be 


Davin V. Omens: He still would not have had 
budding organism present. 


Dr. Uno J. Wire: That is true. We were talking 

the size of a dose of bromide that could cause 
ruption. 

Lichen Striatus. Presented by Dr. F. E. SeNnrat 


M. R. Caro. 


L., a man aged 29, noticed an eruption in the 
crural region four months ago. Recently an 
tension of the eruption has appeared on the lower 
t of the thigh and the upper part of the leg. There 
practically no symptoms. On examination the pa 
vas found to have a band of dermatitis involving 
right crural region. This band is about 1 inch 
1.) in width at the top and at the base narrows 
to a width of % inch (1.3 cm.). It consists of 
individual and confluent papules, which 
ight red, not infiltrated and slightly lichenoid in 
acter. Just above the knee there is a narrow 
like band about 1 inch in length, while below th« 
two similar shorter narrow bands are seen. 
Histologic examination of a section from the right 
h showed a thin nonnucleated scale and a con- 
granular layer. The epidermis was acanthotic, 
irregular widening and fusion of the rete pegs 
in intact basal layer. There was slight inter- 


ind Dr. 


r edema and in places invasion by a few Iympho- 


LIONS 


cytes from the corium. There was a moderate degre 
of edema in the upper part of the corium, and about 
the superficial blood vessels there were narrow mantles 


ot densely packed lymphocytes, connective tissue cells 


and histiocytes. These mantles of infiltrate extended 
more deeply about several blood vessels. 
DISCUSSION 
Dr. M. H. Esperr: I have encountered 2 or 3 cases 
ot lichen striatus in the clinic since Dr. Senear and 


Dr. Caro called attention to it, and this case resembles 
them. 

Dre. Eowarp A. Oxiver: I agree with the diagnosis 
of lichen striatus. I saw this patient in the office, with 
Dr. Senear. We examined him carefully for lichen 
planus and finally came to the conclusion that he had 
lichen striatus. 

Dr. Louvre H. Winer, Minneapolis: This is the first 
case of lichen striatus I have seen with the exception o1 
that in the case reported by Dr. Senear and Dr. Care 
| am pleased to see the histologic section, because what 
clinically resembled psoriasis or lichen planus turned 
out to be an entirely different picture. 

Dr. M. R. Caro: The clinical differentiation is 
rather difficult unless one has the history. The thre 
diseases from which lichen striatus must be *differen 
tiated are nevus unius lateris, psoriasis and linear lichen 
planus. In the 10 cases which Dr. Senear and [| re 
ported, the lesions disappeared without any treatment, 
local or systemic. The location of the eruption in all 
but 1 case was on the upper extremities. In the cas« 
of 1 woman it was on the neck. This is the first case 
we have encountered with the eruption on the lowe: 
extremities. This distribution is the exception to the 
rule that lichen striatus does not appear on the legs 
Histologically all one finds is acanthosis, with slight 
edema. There few perivascular 
The picture 1s much the same as is seen in 
chronic neurodermatitis. It is probably no more than 
a linear manifestation of neurodermatitis. There are 
many different theories to account for the localization 
in lichen striatus. There may be some congenital factor 
due to injury in the germ plasm. There is another 
theory that explains all cases of the th 
basis of distribution of the nerves. 


intercellular are a 


round-cells. 


disease on 


A Case for Diagnosis (Staining of the Skin from 
Quinacrine Hydrochloride?). Presented |v Dkr. 


J. H. MircuHe. 
W. H., a man aged 26, enlisted in the Army otf the 
United States on March 3, 1941 and was sent to 


Panama. While there he took quinine, but he has 
taken quinacrine hydrochloride for the past two and 
one-half years. The past thirteen months were spent 
in the South Pacific. During his stay there lesions 
developed on the interdigital surfaces of the fingers 
margins of the palms. These have not been 
but they caused a feeling of stiffness. 
of the lesions occasionally became fissured. <A 
pustules appeared from time to time. The patient had 
not observed any similar lesions until he boarded the 
transport for home. Many of the men on board had 
similar lesions on the hands, and the impression seemed 
to be that the lesions on the hands were due to fungi. 
The treatment has been limited to potassium perman 
ganate soaks. 

There is a canary yellow tinge to the the 
entire body, best seen in the bearded region and on 
the There is also some staining of the nails. 


and 


pruritic, Some 


few 


skin of 


feet. 
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On the interdigital surfaces of the thumbs and index 
fingers and to a lesser extent on the other interdigital 
surfaces are bluish red slightly hyperkeratotic nodules, 
split pea sized and smaller. There are two dime-sized, 
reddish brown, slightly keratotic lesions on the outer 
leit ankle. The microscopic examinations did not 
show fungi. The histologic observations are consistent 
with the diagnosis of lichen planus hypertrophicus 


DISCUSSION 


Lirut. A. R. CuKersaum, U. S. N. R., (by invita- 
tion): I have seen some of this discoloration of the 
skin due to quinacrine hydrochloride. I have never 
seen lichen planus. I think that the lesions are merely 
coincidental and are not part of the staining of the 
skin from quinacrine hydrochloride. 

Dr. S. J. ZaAKON: Quinacrine hydrochloride is a 
synthetic product of the flavine group, as is acriflavine. 
It is sensitization to the sun that accounts for the 
discoloration. 

Dr. L. F. Weser: The 


generalized without exposure to the sun. 


discoloration becomes 


Dr. S. J. ZAKON: In Europe the use of acriflavine 
caused a black discoloration of the skin. This could be 
a chemical phenomenon. 

Dr. S. ROTHMAN (by invitation): Two patients were 
presented at the February meeting who had been taking 
quinacrine hydrochloride, and both had lichen planus 
(Arcw. Dermat. & Sypu. 51:353 [Mav] 1945) 

Dr. L. F. Weser: I should not accept quinacrine 
hydrochloride as being the cause of lichen-planus-like 
lesions, because in the 2 patients previously presented 
and whom I have seen in the clinic several times since 
he yellowish discoloration has disappeared. 

Dr. M. R. Caro: The 2 patients presented at the 
February meeting were husband and wite, who had 
taken quinine for malaria without any cutaneous 
symptoms. About a month before presentation they 
changed to quinacrine hydrochloride, and then lichen 
planus-like lesions developed. The yellow discoloration 
has faded out, but the lichen-planus-like lesions ar: 
still present. 

Dr. Louts A. Brunstinc, Rochester, Minn.: My 
associates and I have used quinacrine hydrochloride 
extensively for the last few years in the treatment of 
malaria of the tertian type. In none of the patients 
has a yellow color developed, nor has there been a 
recurrence of the malaria. 

Dr. J. H. Mitcnett: There is an article in The 
Journal of the American Medical Association for Sept. 
23, 1943 (123: 192) stating that in a large percentage 
of men taking quinacrine hydrochloride this color de- 
veloped. The day that this man came in, I had a 
‘Major in the office who had also just returned from 
the Southwest Pacific. The photosensitizing effect of 
the sun is not borne out by the fact that this Major 
had the greatest amount of yellow color in the crotch. 
Both men had the characteristic coloring in the bearded 
region. There is no question that quinacrine hydro- 
chloride causes yellow discoloration, because it has 
been observed in large numbers of persons. Dr. Caro 
was kind enough to look at the slides in the case pre- 
sented today, and he said that the changes were con- 
sistent with a diagnosis of lichen planus hypertrophicus. 

Dr. M. R. Caro: 


are those ordinarily seen in lichen planus. The infil- 


The changes present in the section 


trate is not as dense as in ordinary lichen planus, but 
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in the hypertrophic form this type of infiltrat 
edema is commonly seen. 


Pemphigus Vulgaris. Presented by Dr. D oe 
Omens and (by invitation) Dr. Harotp D : 
and Dr. M. OTSUKA. 

J. H., an American engineer aged 60, pres 

eruption of tour weeks’ duration, composed of 

varying in size from that of a pinhead to that 

egg or larger, some of which contain clear flui 

others have a lactescent content. The eruption «tar: tant 

on the medial aspects of the extremities as a dif 

bullous -eruption, which was thought to be a 

type of multiform erythema. After a few d 

eruption spread to the body, with systemic invol 

except for the mucous membranes of the n 

mouth. There is no history of injury or of vaccina 
The examination of the blood showed a hemog! 

content of 67 per cent and 4,020,000 erythrocytes 
differential count was 52 per cent polymorphonuc! 
leukocytes, 21 per cent eosinophils, 20 per cent lymy 
cytes, 6 per cent monocytes and 1 per cent bas 


A Case for Diagnosis (Pemphigus; Dermatitis 
Herpetiformis?). Presented by Dr. F. E. Sex 
and Dr. THreopore CorNeLEET and (by invitat 
De H.C: Rott: 


A man, aged 62, has had a bullous eruption 
months. The lesions start as central bullae, ar 
They heal and then 


is peripheral progression. 
Che bullae are hemorrhagic except for a 
on the chest and the right 

ingestion of drugs. The 
cell count of the contents of the blister showed 
cent Iymphocytes, 82 per cent neutrophils and 2 


leg. There is no hist 


esions itch severely 


cent eosinophils 
DISCUSSION OF rWOQ PRECEDING CASES 


Dr. C. W. Laymon, Minneapolis: These 2 
bring up a question which has been under discuss 
for sixty years or more, whether dermatitis 
formis and pemphigus are the same diseas¢ 
different diseases. Before that time all diseases char 
terized by bullae were classified as pemphigus. Ab 
1885 dermatitis herpetiformis was separated ersi 
pemphigus. It is surprising to note that there is : nun 
single absolute point in the differentiation. The itching ex 
the presence or absence of the Nikolsky sign, t se is 
presence or absence of eosinophilia and the course 
the disease are all points in the differentiation of t are 
two diseases. I think that the first case presented yelling 
one of pemphigus vulgaris of severe type. 

Dr. Upo J. Wire, Ann Arbor, Mich.: I have neve: fice and 
seen new lesions occurring at the periphery of old 
recessive lesions in any case of dermatitis herpetiform: 
in which the possibility of pemphigus was suggest! inte 
That is something that is characteristic of pemphigus ‘a 
| wonder if any one else has encountered that th the 
pemphigus. The second patient had zoster-lik: 
at the site of his previous hernia. 


Dr. Otto Foerster, Milwaukee: I agree with | | 
Wile. In Vienna pemphigus pruriginosus was nat 
diagnosis for what the Americans call dermatit tng tl 
herpetiformis. 

Dr. H. E. Micuerson, Minneapolis: It is t: 
Dr. Laymon brought out, that one cannot n 
differentiation by a single criterion. That is 
many theories have been presented in the hope tha 


some one can make a complete differentiation 
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xcis W. Lynecu, St. Paul: It is my impres- 
no difficulty in differentiation in 
The difficulty is in patients of 60 
in whom the lesions are dense and the 
lesions are large enough to be those of 
While a therapeutic test is never a good 
criterion, in a few patients whom I have 
ie older group there has been no response to 
amide drugs, either sulfadiazine or sulfathia- 
le in the younger group the response is fairly 


there is 


persons. 


it g. Davin V. Omens: In the last month I have seen 
patients with pemphigus and in no two of 
was the course of the disease the same. When 
iw this patient he presented a large dense 
us eruption on the inner aspect of the arms and 
he neck. After a few days it involved the 
8 | immediately hospitalized him, and he has gone 
Pe y downhill. In another patient whom I treated 
lermatitis herpetiformis for a few weeks a bullous 
leveloped. I thought that it was pemphigus 

eave him acetarsone, and he is doing well. 
[uEODORE CORNBLEET: Eosinophils are produced 
resence of histamine in the blood, and certain 
converted into the eosinophilic type. It is 
sting that the first man had comparatively little 
ind yet 21 per cent of his leukocytes are 
hils. In our patient there were only 2 per cent 
ils in the bullous content, and he had severe 
It is certainly true that all dermatologists 
| the opportunity of seeing many patients with 
eruptions presenting themselves as having 
multiforme, dermatitis herpetiformis and 
gus. Not knowing what to tell the patient or 
- mily, the dermatologist would like to have som«¢ 
ful test produced which would tell him, if not 
t diagnosis, certainly the prognosis. Thus far, 

is certainly nothing one can do about it. 


Rosacea and Rhinophyma (Nose and Ear Lobes). 
esented by Dr. F. E. SENEAR and (by invitation) 

P. K. WEICHSELBAUM. 
\b is 43 year old bartender presented himselt at the 
ersity of Illinois College of Medicine with rosacea 
numerous papules and pustules, involving the entire 


except the periorbital region. The skin of the 
t vis red and hypertrophied and presents numerous 
se tulous follicles. The ear lobes are similarly involved 
it are convoluted to give the impression of more 


ling than is actually present. The eruption began 
t years ago on the cheeks and then involved the 


rev se and the rest of the face. The patient has a papulo- 
Ider Hstwlar eruption on the sternal and interscapular re- 
rm ns. He also has stasis ulcers on the left external 
St internal malleoli. 

sg e dermatitis on the face has improved considerably 


the use of 40 per cent sulfur ointment. 


DISCUSSION 


{EODORE CORNBLEET: I am of the opinion that 
man has hypertrophy of the ear lobes. - On pal- 
z the ear lobes one finds that they are cupped and 
the convex surface is really that of a sphere. 
P. K. WeEICHSELBAUM (by invitation): Dr. 
nd I have never seen anything similar to this 
vement of the lobe, so we thought that we would 
"e it. I think the description Dr. Cornbleet just 
one. 


good 
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Pityriasis Rubra Pilaris (Vitamin A Deficiency). 
Presented by Dr. OLiver S. ORMspBy. 


P. S., a man aged 58, has had an eruption for four 
and one-half months. In the beginning the face and 
scalp were red and scaly but they have now cleared. 
The eruption is generalized and consists of keratotic 
papules and psoriasiform scaling patches. The kera- 
totic spines on the abdomen protrude 2 mm. above the 
cutaneous surface. The typical horny plugs are present 
on the dorsal surface of the fingers. There is a decided 
keratosis of the palms and soles. The skin of these 
areas is dull red and greatly thickened. The keratotic 
papules and follicular plugs are extensively present on 


the entire skin from the clavicles downward. There 
are no subjective symptoms. 
DISCUSSION 
Dr. Louis A. Brunstine, Rochester, Minn.: In this 


patient the disease is of short duration; if it continues 
longer, I believe that he will show the characteristic 
salmon discoloration of the face. It might be kerato- 
derma climactericum of Haxthausen. While the disease 
is related to vitamin A deficiency, the answer does not 
lie entirely in that field; there are a number of things 
that enter into the picture. I believe that this man 
shows as well defined spinous lesions of a keratotic 
type as one will see. Some recent investigative work 
has emphasized the action of 
vitamin A, 


some other chemicals on 


Dr. Epwarp A. OLiver: It is interesting to see such 

classic picture of pityriasis rubra pilaris. This man 
shows everything except the scaling eruption on the 
scalp and scaling on the I have had many cases 
which were discussed pro and con. 


face. 


Dr. THEODORE CoRNBLEET: In line with what Dr. 
Brunsting mentioned, [I presented a classic case of 


pityriasis rubra pilaris in a little boy who had a de- 
ficiency of vitamin A. I tried alpha tocopherol in large 
doses; it helped some, but there was improvement only 


to a limited extent. Dr. Ebert has also seen this 
patient, and I should like to ask him what other therapy 
has been used. 

Dr. M. H. Epert: That patient was shown several 


months ago. Since the administration of alpha toco- 
pherol he has had intramuscular injections of vitamin A. 
He has shown considerable improvement. The outlines 
of the old lesions are still visible; hence one can see 
exactly how much improvement has been made. He is 
certainly not cured but is improved. 

Dr. Davin V. Omens: I saw 1 patient with pityri- 
asis rubra pilaris who was treated with alpha toco- 
pherol, with no beneficial results. In fact, in a period 
of three months not only did the child have a recurrence 
of the lesions, but they were much more severe. Since 
then he has been under treatment with Dr. Finnerud 
and has had large doses of lard internally. The lesions 
cleared almost entirely in a short period. I wonder 
whether that form of treatment is not of some value 
in this type of case. 

Dr. Oxvtver S. Ormssy: I presented the patient be- 
cause the eruption was clinically classic but histologi- 
cally not at all in line with ordinary pityriasis rubra 
pilaris. The patient is rather elderly to have this dis- 
which is usually seen in children or in women. 
I saw the patient 
shall have an 
A for hyper- 


ease, 
The family history is not significant. 
yesterday for the first time; hence I 
opportunity to test the value of vitamin 


lesions. 


—— 
keratotic 
i 


EBERT This was an industrial case, 


M. H 
the question came up whether the disease was dut 


t 


occupation of the patient. 


Dermatofibrosarcoma Protuberans with Dementia 

Paralytica Tabetic Type. Presented by Dkr. 
pWARD A, Ontver and (by invitation) Dr. SAMUEL 
BLUEFARB. 

lL. J.. a white man aged 40, first noticed the develop- 
ment of tumors on his back about twenty months ago. 
They grew fairly rapidly and attained their present 
size in a period of fourteen months. There has been 
no change in the size of the tumors in the past six 
months. The largest tumor is about the size of a 
fist, and it is solid, pedunculated and pale red. There 
ire numerous satellite lesions ranging in size from 
that of a pea to that of a walnut. These tumors are 
not painful and cause discomfort only when pressure 
is applied. Bleeding occurs on the slightest trauma. 

rhe patient is now being treated ior dementia para- 
lytica, tabetic type. He has previously had specific 
antisyphilitic therapy (total amount unknown), includ- 
ing nineteen injections of tryparsamide and_ sixty-six 
hours of malaria therapy. 

The pupils are irregular and unequal and_ react 
sluggishly to light. The Romberg sign is present, and 
the patient is ataxic. The patellar and achilles reflexes 

The last spinal fluid examination showed 
Kahn reaction, a colloidal gold curve of 


a 1 plus reaction for albumin and 2 cells. 


are absent. 
a positive 
432210000, 
DISCUSSION 

Dr. S. W. Becker: I thought that clinically this was 
a typical case as presented. However, some years ago 
Binkley wrote a paper on this subject. (Binkley, G. W.: 
\rcH. Dermat. & 40: 578-594 [Oct.] 1939) 
and called attention to the fact that the lesions occurred 
In this patient there are no lesions 
When I examined the sections they 
were typical of von Recklinghausen’s neurofibromas 
and did not suggest dermatofibrosarcoma protuberans. 
The pathologists have called attention to the frequency 
of malignant degeneration in neurofibromas. I have 
never had occasion to see one. I wonder whether this 
could be of that type. Perhaps further biopsy studies 
would be enlightening. 

Dr. M. R. Caro: I had the same impression that 
clinically the case fitted in well with the diagnosis as 
presented but histologically it was one of neurofibroma- 


in the nipple line. 
in that location. 


tosis 

De. Epwarp A. Ontver: As I understand from read- 
ing the textbooks, there is no definite picture of 
dermatofibrosarcoma protuberans except that of fibro- 
sarcoma. [ read Binkley’s paper and looked at his 
illustrations of the location of the lesions. It is true 
that in this patient the location is a little out of the 
ordinary, being in the midline of the back. In not all 
the cases of dermatofibrosarcoma that have been pre- 
sented have the lesions been iti the mammary line as 
Binkley pointed out. In a number of cases lesions have 
been seen in the upper part of the back as well as in 
the preclavicular area and in other regions not lined 
up with the mammary ridge. Dr. Bluefarb and I were 
going to offer this as a case for diagnosis but then 
decided to present it under the diagnosis given. 


Cutaneous Neuroma. Presented by Dr. F. E. Sencar 
and Dr. M. R. Caro and (by invitation) Dr. C. H. 
STUBENRAUCH, JR. 
| a Negro woman aged 46, noticed an infec- 


Bi 
tion near the left nipple in June 1943. It was incised 


DEK VWATOI 


{\J) SVPHILOLOGS 


and drained of pus, and the wound healed rapi 
patient remembers bruising the site in Octob 
after which it became painful and tender. The 
enlarged slightly, and the symptoms have persist 

On the lower outer quadrant of the left breast 
the nipple is an irregularly rounded dull reddis 
about 2% 
smooth and unbroken, and it can be wrinkled 
The entire plaque is firm, and the induration ex: 
deeply. There is slight tenderness on pressu 

The histologic examination of a specimen 
from the plaque showed that the epidermis ar 
part-of the corium were approximately normal. 
deeper part of the corium was composed large 
many round and oval masses of concentric 
tissue. Staining by silver impregnation showed 
core of these bundles to be formed by nerve {i 
while the Van Gieson stain showed the surroun 
fibers to be composed of collagen, and the 
stain showed the absence of elastic fibers. 


inches (6.3 cm.) in diameter. The ski 


DISCUSSION 


De. Uvo J. Wirt, Ann Arbor, Mich.: Probabl 
of you will recall that at the meeting of this S 
at Ann Arbor I had the temerity to show a patient 
had what appeared to be a simple keloid of the br 
No one had any idea at all from the clinical appear 
that it was anything other than a keloid. She 
much pain of a distinctly neuritic character that | 
formed a biopsy and, to my great surprise, found : 
it Was a cutaneous neuroma. From that time t 
I never encountered another case. With a backgr 
now of 2 cases, perhaps this Society will uncover : 

Dr. M. J. Reuter, Milwaukee: I am not disput 
the diagnosis but merely wish to point out that a le: 
of the breast which appears to be inflammatory 
be carcinoma. That was my first impression on s 
this lesion. It looks inflammatory: at least, ther 
local heat and redness. I believe that there 
inflammatory-like changes in the breast which ar 
to carcinoma, and biopsy should be performed ot 
inflammatory lesion of the breast that does not 
in two weeks. 

Presented by 
invitation) Dr. ( 


Nevus Pigmentosus et Pilosus. 
L. Weser and (by 
STUBENRAUCH Jr. 


B. P., aged 9 weeks, had a brownish pigmentat 
of the dorsum of the left hand at birth. The are 
pigmentation has gradually extended to involv 
fingers, wrist and palmar surface of the hand. 
other congenital defects have been observed. 

The skin of the dorsum of the left hand, th 
wrist and most of the left palm is brownish black 
sharply demarcated from the normal skin of the : 
arm. There is an excessive growth of moder 
coarse hair in the involved area. Soft papillary 
crescences are present, especially on the fingers 
the back of the hand. 

The patient is presented chiefly for suggestions 
therapy. 


EV 


DISCUSSION 

Dr. Louris A. BruNstinG, Rochester, Min: \{ 
seems to me that the only thing to do is to wait phn 
the child is older and then to consider excision 1! 
skin grafting. = 
Dr. Davin V. OMENS: Why wait until the mi 
older; the lesion will take in a larger cutaneous a! os 
Dr. Francis W. Lyncu, St. Paul: There ts Sul 


to be gained by operating on this child at the 
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re is a possibility that there are changes in 

rb ‘ structures, and there may be a lack ot 
nt that will be evident later. 

Weper: My problem was to treat or not 

‘ nd I debated the question pro and con. It 

me that in performing a plastic operation 

apt to interfere with the movement of the 

oC ers later. I thought of using solid carbon dioxide. 


“a nm I am hesitating is that some deformity of 
<a rs may result later, which may be more ob- 
af e than the nevus is at the present time 
a Case for Diagnosis (Melanoma?). Presented 
i > le. HERBERT RATTNER. 
owed , physician, aged 35, presents sharply defined pig 
e fil ted lesions on the lips, which have developed gradu 
rroun hey began on the left side five vears ago and 
WV the right side one year later. They have not in- 
size, and there are no subjective symptoms 
history of injury or of ingestion of drugs 
DISCUSSION 
s Socelll S. W. Becker: IT have seen a few of these 
tient d have performed biopsy on a couple of then 
1e bre e microscopic section simply shows overactivity 01 
pear pigment. There is no increase in the numbe: 
ati melanoblasts. These lesions started five years agi 
at | ave not grown for four years. I simply call them 
eine gines. IL questioned the man carefully and learned 
e t sunburns easily. There is no reason to do any 
cker ¢ with the lesions, though they are superficial. 
iN F, Mappen, St. Paul: The first question 
disp er this is melanoma or melanosis, the answer 
BY ich can be determined by biopsy. After that, 11 
ory ided that this is not a melanoma, the next 
ara lem is choice of therapy. Regardless of what Dr. 
thoy ker says about the harmlessness of the lesions, they 
ere the persons who have them. I have treated 
are patients whom I have seen with solid carbon 


on ide, and in some of them the lesions have dis 


completely. In others a ring formed on thi 


( 
side of the area on which the solid carbon 
vas used. The lesions will respond to othe: 
Featment besides solid carbon dioxide or cautery. | 
C. "Bed the unfortunate experience of having them extend 


wounds I have made. 
HERBERT RatrNerR: Dr. Pusey used to freeze 
[ have seen these lesions successtully re 


vit ved by treatment with solid carbon dioxide. 
ack NEW YORK DERMATOLOGICAL SOCIETY 
a \. Benson Cannon, M.D., President 
(FORGE C. ANprEWS, M.D., Secretary 
April 25, 1944 
Juberculosis Miliaris Disseminata Faciei. Pre- 
sented by Dr. Frep Wise. 

a M. B., a man aged 42, was previously presented 
it 


«lore the Manhattan Dermatologic Society on April 
1944 by Dr. Max Scheer for diagnosis and with a 
piestioned diagnosis of dermatitis medicamentosa due to 
‘omides. The patient later denied that he had taken 

romoseltzer. 
Subsequent investigation showed that the sedimenta- 
was 7 mm. per hour. 


An intradermal injec- 


VSALCTIONS 203 
tion of old tuberculin, in a concentration of 1} to 3,00 
elicited a negative reaction. A roentgenogram ot thi 
chest showed “thoracic asymmetry from marked rotary 
curvature of the dorsal portion of the spine and centra 
tubercle scars of old puerile type.” 

A nodule removed from the face was diagnosed by 
Dr. Charles F. Sims as tuberculosis cutis. In desert 
ing his observations, he said that the epidermis was 
somewhat flattened, with obliteration ot some ot the 
rete pegs. A dilated follicle filled with a horny plug 
was noted. In the middle and deep parts of the coriun 
there was a diffuse cellular mass, composed of epi 
thelioid wandering connective tissue and small round 
cells, with some plasma cells. The epithelioid cells 
were arranged at many points in tubercle formation 
Numeroys thin-walled dilated vessels filled with blood 
were seen dispersed throughout the cellular mass. The 
larger vessels were dilated and their walls edematous 
Pheir intimal nuclei projected into the lumens o ] 


4 


Distribution of lesions case of tuberculosts 
miliaris disseminata facie. 


vessels, 
the upper part of the corium was noted. 

The patient is being treated with general ultraviolet 
irradiation of the body and with intravenous injections of 
10 mg. of gold sodium thiosulfate, the dose to h¢ 


Basophilic degeneration of the collagen in 


vradually increased. 


DISCUSSION 


There was unanimous agreement with the diagnosis. 
Keloid Following Herpes Zoster. /’resented by 

Dr. EvGENE F. TRAvB. 

FE. G., a boy aged 5, had an eruption which was first 
noticed on or about Nov. 10, 1943, on the chin and 
left side of his face and which extended into the scalp. 
It was diagnosed by his family physician as impetigo, 
and it consisted of rather deeply seated vesicles on an 
inflammatory base. The patient was sick at the time, 
and during the course of the disease two lower teeth on 
the left side were lost, the mouth and tongue were 
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swollen and there was some eruption on the left buccal 
mucosa. The patient had a fever but experienced no 
pain. Rather, he had an itching sensation at the sites 
i the lesions. The disease ran its course in about 

weeks, and as the lesion on the chin- healed and 
he crust came off a thickened keloidal scar was noted 
at the site. This continued to grow until it reached 
its present size. 

[here is now on the chin a hard firm keloidal mass, 
measuring about 1%4 inches (8.8 cm.) in diameter. Thx 
scarred areas, anterior to the ear, have healed without 
keloid formation. 

[he patient has had no previous treatment except for 
one dose of roentgen rays administered to the chin the 
day before presentation. His case is presented as one 
of healed herpes zoster that had apparently , involved 
the second and third divisions of the trigeminal nerve, 
followed by the unusual complication of the loss of 
several teeth and the formation of a keloid in a boy 
who at the time was not quite 5 years old. 

DISCUSSION 

Dr. Paut E. Becuet: The keloid is unusually ex- 
tensive for having developed over such a brief period. 
The two most important therapeutic approaches to con- 
sider are, first, to excise the lesion with the cutting 
current and follow this with a single massive dose of 
roentgen rays and, second, to use roentgen rays alone 
in moderate doses. It would be possible to obtain ex 
cellent results in this particular instance with doses of 
75r, unfiltered, at weekly intervals for seven to ten 
weeks. 

Dr. AntHOoNY C. Crpo_Ltaro: I have not been par- 
ticularly impressed with the results obtained in treating 
keloids with roentgen rays. An excellent result can be 
obtained by a plastic operation. I believe that the opera- 
tion would not involve too much risk or the sacrifice ot 
too great an amount of tissue. I favor plastic operation 
for treating this lesion. 

Dr. Maurice J. CostELto: I wonder whether this 
result was influenced by medication, such as applications 
of solution of gentian violet medicinal, which have been 
known to cause ulceration and scarring. I suggest treat- 
ment with roentgen rays. 

Dr. Frep Wise: I am strongly in favor of treatment 
with roentgen rays to the exclusion of other methods. 

Dr. Greorce C. ANpREws: I agree with Dr. Wise. 
The keloid is of such short duration that I should not 
rush into any drastic treatment at this time. With con- 
servative treatment I think that it will gradually dis- 
appear. 

Dr. Howarp Fox: As this lesion is comparatively 
recent, it should be radiosensitive. I strongly favor a 
trial with roentgen rays, and if such treatment is not 
successful one can always have a plastic operation per- 
formed later. There are other interesting features of 
this case. Herpes zoster in a child of 5 years is un- 
common, especially when it involves both the second 
and third divisions of the fifth nerve. There is a history 
ot rather severe constitutional symptoms, which favors 
the diagnosis of zoster as opposed to impetigo. It should 
be added that in children under 10 years zoster usually 
does not cause pain. 

Dr. FRANK C. Combes: I agree with those who think 
that roentgen ray therapy is indicated in this case. 

Dr. R. H. Rucison: I agree that roentgen ray treat- 
ment is probably the treatment of choice. For the last 
two or three years I have been treating keloids with 
small doses, frequently over a period of several months, 
and I believe that the results have been satisfactory. 


DERMATOLOGY 


AND SYPHILOLOG}) 
I think that a keloid as young as this shou 
to roentgen therapy. 

Dr. Georce M. Lewis: 
followed all the points given in favor of herpes 
to the exclusion of pyoderma of some type. T| 
ing of the teeth and the fact that keloids oft 
pyoderma are in favor of the view that pyode 
ceded the formation of the keloid. 


I am not certain tl 


Dr. C. GraHAm: I certainly should 
gen rays and in comparatively minute doses 
certain that a good cosmetic effect will result 

Dr. Eucene F. Traus: The patient and | a; 
preciative of the various suggestions that hav 
made for treatment. The factors that seemed 
favor the diagnosis of herpes zoster are, first, tha: 
eruption was entirely unilateral, involving th 
and third divisions of the fifth nerve and, second, ; 
it had consisted of about a half-dozen groups of 
of various sizes, extending up the left side of the 
well into the scalp, leaving scarring on the cheek 
rior to the ear and the large keloid on the chin 
were no scars, nor was there loss of hair on the 
Another factor that would exclude a diagnosis 
pyogenic infection was the loss of two teeth, the s 
ing of the tongue and the fact that there was 
eruption on the buccal mucosa. All these factors + 
together should certainly exclude a diagnosis of an 
nary pyogenic infection, although of course it is pos 
that the reason for the development of the keloid ; 
the lesion on the chin was because of the slow he: 
occasioned by some pyogenic infection. I have seen: 
patient only on one previous occasion and have ¢ 
him one roentgen ray treatment. My experience 
been somewhat similar to that of Dr. Cipollaro- 
roentgen rays do not always leave the excellent cosme 
result one is led to expect. By that I mean that : 
quently keloids, especially one as hard as this and» 
up of as much scar tissue as this one appears t 
may require enough roentgen ray treatment to lea 
certain amount of sequelae before the keloid has 
entirely reduced. As this patient is a child, and } 
should perhaps respond better than an adult, the 
which has been present for almost five month 
hardly be regarded as an early process, I believe 
opinion an early keloid is one that is only a few 
old and certainly not over one to two months old 
patient will be given a moderate amount of roent 
ray treatment, and if the lesion does not respond ; 
gical intervention will be considered. 


es 


Dr. Frank C. Combes: I should like to ask a « 
tion. I have sometimes thought that I had better res 
with radium than with roentgen rays in these ca 
Has that been any one else’s experience ? 

Dr. EUGENE F. Traus: This was my thought ; 
If it is necessary to irradiate this lesion sufficient! 
attempting to flatten it for sequelae of the roent 
therapy to remain, I believe that such could not b 
sidered good therapy. 


A Case for Diagnosis (Acrodermatitis Continu: 
Psoriasis?). Presented by Dr. Grorce M. Lt 


F. C., a man aged 58, was previously presented 
the Manhattan Dermatologic Society on April 11, 1’ 


DISCUSSION 


Dr. Georce C. ANDREWS: I am in favor of t! 
nosis of arthropathic type of psoriasis. The les 


the scalp and the hands are typical. 
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ould xep Wise: I agree with the previous speaker 
7 not have been able to make this diagnosis 1t 
f t observed similar cases before. I have seen 

ypathic type of psoriasis with the same kind ot 


r . es of the hands and feet as are seen here 
oft faurtcE J. Costerto: The diagnosis of pso 
ode hropathica was suggested when this patient was 

: presented, at the Manhattan Dermatology 

ba, ‘ I am now in favor of that diagnosis, especially 
Pe esion has developed on the patient’s nose sug 
I psoriasis. 

UGENE F. Traus: While a number of the 
dla , m this patient suggest the diagnosis of psoriasis, 
have nt vhole the lesions on the hands, especially about 
ed to mf. Anger nails, suggest a pyogenic process of some 
herefore, before a diagnosis of psoriasis can be 
the sco@™--epted as final in this case one should certainly have 
second icroscopic proof. 
pian JouN C. GraHAm: I believe that it is psoriasis 
RK. H. Rutison: I think that it is psoriasis. 
‘hin. Tai Dr. FRANK C. Combes: I am not sure just what 
1 the «fies is. The patients with arthropathic psoriasis whom 
nosis M have seen have always been much sicker than this 
the syelfiman is. I have not seen a patient with such a disease 
Was around, apparently in good health. The patch 
ctors tyiqmmpn the scalp, of course, looks much like psoriasis, and 
of an orl is no doubt that the patient has an atrophic 
is possimmrthritis. Whether they are both a part of the same 
eloid {-4gmprocess, I do not know. 
>W heal Dr. Howarp Fox: I agree with Dr. Combes that 
C seen tiMpatients with the disease known as psoriasis arthro- 
lave gigi™athica are in poor physical condition. I prefer to diag- 
rience iMose this disease as a combination of psoriasis with the 
laro—t phic form of arthritis (arthritis deformans). 
t cosn Georce M. Lewis: The history of injury prior 
that iM, the onset of the disease and the sequence of the 


and 1 Bappearance of one lesion followed by that of others 
i ms to be fairly typical of acrodermatitis rather than 
Boi psoriasis. The psoriasis-like lesions on the scalp and 
has q ertainly suggest that the lesions on the hand 
ind | Pray also be psoriasis. Atrophic arthritis accompanying 
he lesiofM@coriasis is often painless. This man is trying to get 
nths compensation by claiming that he was injured when a 
ran into his finger and that the disease now 
nt is resultant. He received roentgen ray treat- 
» to the hands before consulting me. 


'Papulonecrotic Tuberculid Including 

ment of the Face, Chest and Back. 
Dr. Mavrice J. 

saw J. F., a girl aged 19, born in New York 

t Spanish parentage, for the first time on March 

3, 1944. She stated that she has had an eruption for 

past two years. Her parents are living and appar 

ire well. One sister is dead; the living sister has 

tuberculous lymphadenitis and scrofuloderma for 

The patient had a roentgenogram of her lungs 

r ago, which did not show evidence of tuberculosis. 

patient has a generalized symmetric nonpruritic 

iption involving the extensor surfaces of the arms, 

ls, legs and feet. It also involves the face (including 

Lt e eyelids, eyebrows and ears), the chest and the back. 

ruption on the extremities is typical and consists 

tchhead-sized to dime-sized lesions in all stages 

levelopment, including small evolving papules and 

pustules, necrotic lesions and cicatrices, with 


O lea 


e. In 


st 


Involve- 
Presented 


ythema and hyperpigmentation, some of which are 

diag 1 out and pale. 
eruption on the face, chest and back on casual 
ition looks like acne, but there are no comedos, 


{IVSACTIONS 


the skin is not oily and there are lesions on the eyelids 
Che lesions are miniatures 


The scars are 


and helices of the auricles 
ot the larger lesions on the extremities 
small and pitted. There are no oral lesions, but ther 
is a whitish scar on the soft palate near the anterior 
\ hazelnut-sized lymph node cat 
cervical 


margin of the fauces 
be palpated in the 
month ago it was the size of a robin’s egg 

The Vollmer tuberculin patch tests on the inner 
aspects of both arms elicited positive 
form of solid follicular papulovesicular lesions whicl 
persisted for eme month. An intradermal injection ot 
0.05 cc. of tuberculin in a concentration of 1 to 5,000 
elicited a 4 plus reaction. The patient's temperature 
and her pulse and respiration rates were normal, and 
if it were not for severe fronto-occipital headaches sh 
would enjoy excellent health. She states that the erup 
tion almost completely disappears in the summer. 

Biopsy of an entire evolving papule (3 by 3 mm.) 
surmounted by a pinhead-sized pustule, which was taken 
from the inner aspect of the left leg, revealed thes 
facts: Throughout the middle and upper parts of the 
cutis the vessel walls were swollen, and there was a 
pronounced focal cellular reaction. In one area ther: 
was a diffuse cellular infiltration beneath the epidermis 
The epidermis overlying this part was somewhat acan 
thotic; the granular layer was missing, and the surface 
was covered with a large crust. The intima of the 
vessels was swollen, and in many areas in the vessel walls 
were necrotic and broken down. The cellular infiltra- 
tion was composed of small round cells, wandering 
connective tissue cells and many polymorphonuclear 
leukocytes. This picture could be due to some systemic 
disease, and if necrosis of the entire area ensued, the 
diagnosis of papulonecrotic tuberculid would be appro 
priate. 

Treatment thus far has consisted of two roentgen ray 
treatments of 75r each to the right side of the face and 
neck, the external aspect of the right elbow region and 
the lateral aspect of the right leg, ankle and foot. One 


region; a 


right anterior 


reactions in. thi 


injection of 0.000 Gm. of dichlorophenarsine hydro 
chloride (Winthrop) was given intravenously. 
DISCUSSION 
Dr. Howarp Fox: The lesions on the elbows and 


legs are classic ones of papulonecrotic tuberculid. 11 
I had seen the facial lesions alone, I should not hav: 
thought of this disease. 

Dr. Paut E. Becuert: In view of the objective sym] 
toms, it would be impossible to disagree with the diag- 
pitting on the face is characteristu 
small 


even the 
However, there are a number of exceedingly 
pinhead-sized to pinpoint-sized lesions that suggest acne 
rather than papulonecrotic tuberculid. The patient's ski 
is oily, and I believe that there is a mild acne on het 
face besides the papulonecrotic tuberculid. 


nosis: 


Dr. Maurice J. Costetto: I believe that the lesion: 
on the face, chest and back are the same as the othe: 
typical lesions on the extremities. There are no comedos 
there are lesions on the eyelids, and a number of lesions 
are present on the helices, which are uncommon loca 
tions for acne. There is also the fact that the lesions 
on the face appeared at about the same time as tly 
lesions on the extremities. 


A Case for Diagnosis (Psoriasis of the Nails?). 
Presented by Dr. Georce M. Lewis. 


Rk. B., a man aged 47, first noticed a small cutaneous 
lesion in July 1943. This initial lesion occurred on the 
side of the heel. Several other scaly red areas appeared 


after which a disease developed on the nails of thi 


| 
. 
| 
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great toes and later spread to the nails of all the toes 
ind fingers. The cutaneous eruption responded to local 
treatment, but the ot the nails has persisted. 
[he latter is characterized by the change in the nail 
proximally with the growth outward, finally producing 
complete change in the nail. As this process is com- 
pleted, the entire nail becomes ridged longitudinally and 
is porous and lusterless, with a [ 
substance. 


disease 


considerable loss of 


Ixaminations for fungi gave negative results. 
DISCUSSION 


Dr. Howarp Fox: My father used to record cases 
like this as simply “nail disease.” He did this after he 
had excluded paronychia, tungous or other infection, 
congenital malformations and dermatoses of the sur- 
rounding parts of the fingers. In his earlier days’ hi 
did not have to speculate about endocrine substances 
ind vitamins as possible causes ot the eruption. One 
speculates on these subjects, though it does not help 
me's diagnostic ability to any appreciable extent 


A Case for Diagnosis (Angioma Serpiginosum?). 
Presented by Dr. FRANK C, COoMBES. 


H. W., a man aged 59, presents a vascular type ot 
eruption, of four years’ duration, symmetrically dis- 
tributed on his arms, thighs and buttocks. Some of the 
lesions have partially faded. They are not elevated and 
are well defined with an irregular border suggesting 
geometric figures, typical of mycosis fungoides. Some 
spotted with varying degrees of erythema 
and areas of cyanosis. On closer inspection the patches, 
which approximate 20 to 30 cm. in diameter, are studded 
vith angiomatous puncta, occurring in groups extend- 
mg peripherally, forming circular clear areas centrally. 
Chere is no purpura, the patches disappearing almost 
entirely on pressure. In there is a fine, 
branny scale and a suggestion of atrophy. At no time 
have there 


lesions ar¢ 


some areas 


been any subjective symptoms. 


DISCUSSION 


Lyk. Georce C. ANprEWs: I did not see any lesions 
angioma serpiginosum. The lesions looked to me like 
xerotic eczema. 

Dr. EuGene F. Travus: There are some peculiar 
ieatures about several of the lesions in this patient: 
What appears to be a tiny deeply seated inflammatory 
pustule is surrounded by a zone of clear and apparently 
normal skin. This process occurs at three or four sites. 
Che patient apparently feels that some of the lesions are 
pustular because he suggested that they might be secon- 
dary either to slight scratching or friction of clothing. 
|- believe that this patient has some type of eczemati- 
zation but certainly not angioma serpiginosum. 

Dr. Frep Wise: I could not see anything that re- 
sembled the conditions in the cases of angioma ser- 
piginosum which I have observed, of which there have 
been only 3 that were real outstanding instances of the 
disease. In this case the patient has no circles or rings 
or telangiectasia or shiny spots that resemble atrophic 
macules or scaling. I cannot offer any other diagnosis, 
however. It is possibly an eczema or a fungous eruption. 

Dr. Howarp Fox: I agree with Dr. Wise that this 
eruption does not suggest a diagnosis of angioma ser- 
piginosum, nor do I think that it is an eczematous 
eruption. It suggests the possibility of parapsoriasis 
in patches. 

Dr. R. H. Rutison: The lesion did not conform to 
my impression of one of angioma serpiginosum. I have 
no diagnosis to offer. 


DERMATOLOG) 


AND SYPHILOLOGY 


Dr. FRANK C. Combes: I have encountere 
case of proved angioma serpiginosum. If this cas 
not one of that disease, | do not know what it is.‘ 
ts no resemblance of the lesions to eczema: the le 
do not itch, and at no time has there been any ves} 
tion. In many 
all over the lesions, which have spread slowly, lea 
clear ringlike areas. During the 
have watched these lesions develop. There is n 

dence of telangiectasis, the background being eryt! 
It is my impression that occasionally this : 
ot lesion may disappear spontaneously 
therapy is of avail. This is contrary to Dr. \ 
impression, who, incidentally, has written th 

article on this disease that appears in English literat 


places there are angiomat 


last six mont 


itous., 


and tnat 


I shall have a section of tissue removed for histo 
study. 


A Case for Diagnosis (Keratosis Blennorrh: 
ica?). Presented by Dr. Grorce C. Anon; 


H. C., a man aged 39, complains of an illness d 
irom Dec. 14, 1941, which started with 
urethritis. Previously he had been treated for n 
circulatory asthenia and for hydrops of the left 
joint. 

On Jan. 6, 1942, the sclera became injected; 
Was present; there was difficulty in breathing thr 
the nostrils, and a sore mouth, swollen gums an 
sore tongue developed. He had arthritic 
left instep and twinges in both knees. 

When examined, the conjunctivas were injected 
nasal mucous membrane was hyperemic. The mu 
membrane ot the mouth was also injected. The ¢ 
were swollen and dull red, and they looked as thi 
they would bleed easily but did not. The tongue 
heavily coated, with clean patches here and there. 
coating finally desquamated, leaving a purplish glist 
ing slightly edematous smooth surface. The tor 
had been removed. The peritonsillar nodes 
slightly enlarged and tender. The lymph nodes ot : 
groins were palpable, but there was no general 
phatie enlargement. The heart, lungs and blood press 
were normal. 


nonspe 


pains 


The abdomen was symmetric, and 


liver and spleen were not enlarged. There was n 
tenderness or muscular rigidity. 

There was an erythematous patch about the si 
a nickel around the meatus of the glans penis 
another, thé size of a dime, on the coronal suri 
Chese 

The deep reflexes were all normal. The left ins 
was splinted with adhesive tape and was slightly ten 
and the base of the left great toe and both knees 
slightly tender. Later, fluid appeared in the right }: 
and the shoulders became really painful. 

\ few days later definitely palpable and well den 
hemorrhagic nodules appeared on the bottom of the 
great toe. Later the soles became studded with sim 
palpable hemorrhagic nodules, varying in size fr 
that of the head of a white-héaded pin to that 
small pea. Sulfathiazole was given for six days wr 
out benefit. 

A centrifuged specimen of urine showed pus 
and large numbers of epithelial cells. The prostate 
normal. In the glass test of the urine the content 


the second glass was clear while that of the first gla 


included a few epithelial and pus cells, slightly m 
than normal. Smears and cultures were made and t 
peated three times. There were no gonococci in ! 
smears, and all cultures of material from the urina’ 
tract. from both the bladder and the anterior uret!! 


patches were well detined and slightly  scalin 
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ative tor pathogens except for a growth ot 
occus albus. 

Kahn reaction was negative on two occasions. 
i the blood was negative. Smears and cultures 

terial from the mouth showed no Vincent organ 

is : he usual organisms, Staphylococcus, Strept: 

and Pneumococcus, cultured from the 
Bout ut none predominated. 

tal femperature was 101.8 F. on admission to 
ital. Three days later it reached 103 F. and 
later, 104 F. For four days it was just above 

iid during the remainder of the patient’s three 
stay in the hospital the temperature was between 
100 I... except for the last seven days, when it 
nal. The differential blood counts, even with 

mperature normal for a week, continued to show a 
osis, and the last blood count, on Feb. 2, 1942, 
17,000 leukocytes, with 4.5 per cent myeloblasts 

19 per cent myelocytes. 

letter from Dr. George Minot, who saw the patient 


were 


ston, says in part: “Mr. C. has presented a most 
resting and unusual problem. It does not seem to 
re that he has leukemia, as we have seen no 


locytes or grossly immature white cells in the blood. 
blood has been examined on 
white cell count has been in the vicinity of 16,000. 
hough the differential count has naturally varied 
mewhat, it has always been essentially the same. 

is of course very interesting that you observed 
myelocytes, and I cannot help wondering if the 


several occasions 


@pcarance of myelocytes in the blood might have been 
t 


result in some way of the sulfonamide drug that he 
tock. It would be unusual in a person with leukemia 
#. have the leukemic blood vanish, and I feel that. he 
Must have had a leukemoid reaction. [I am, indeed, at 
@ loss to explain that picture. 

Dr. Schwartz, one of our competent dermatologists, 
tonsidered that the picture resembled  blennorrhagi 


keratosis. 

Dr. Richard Chute, one of our genitourinary sur 
geons, felt that the patient had probably not had gonor- 
thea, because the urethritis had occurred about twelve 
days after possible exposure. Dr. Chute was able to 


obtain only a small amount of excretion on prostatic 
massage, and culture of this material yielded no organ- 
ism that resembled gonococcus.” 

seven weeks ago the patient had another attack, be- 
ginning again with urethral discharge, followed in three 
or tour days by aphthous stomatitis and severe con- 
metivitis. He then came to me. The pharynx and 
palate were diffusely hyperemic, and there were scat 
tired aphthae. There was injection of the conjunctivas, 
mest pronounced at the outer margins. There was an 


-«\tohation of the skin of the soles, and the toe nails 


thickened and uplifted from the nailbeds. 
Broth cultures of the urethral discharge 
taphylococcus albus and a few diphtheroid bacilli. 
rethral smears showed a moderate number of pus 
and a few gram-positive cocci. Broth cultures of 
iterial from the mouth demonstrated the presence of 
molytic Staphylococcus aureus. Examination of a 
inging drop preparation was negative for Trichomonas. 
‘crapings from the soles and toe nails contained my- 
lium, and cultures showed the fungus to be Tricho- 
yton gypseum. 
day the patient presents a subungual abscess of 
left index finger and of the right great toe nail, 
it the conjunctivitis and pharyngitis are greatly im- 
ved. However, the urethritis and pustules and 
on the glans are present. The blood count on 
ril 25, 1944, showed 99 per cent hemoglobin, 5,120,000 
hroeytes and 12,500 leukocytes, with a differential 


showed 
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count of 66 per cent polymorphonuclear leukocytes (61 
per cent mature and 5 per cent immature), 29 per cent 
cent eosinophils and per cent 
There were no basophils. 


lymphocytes, 3 per 


monocvtes 
DISCUSSION 


Dr. Frank C. Compes: It is difficult to say what 
this is without considerable study. As Dr. Andrews 
read the history, | thought of keratosis blennorrhagica, 
and the lesion on the glans penis has the waxy appear 
ance of some of the in that disease 
[ am at a loss to say what the lesions of the mouth 
are. IT have seen such lesions in the mouth of patients 
with this disease but never with the diffuse stomatitis 


lesions one sees 


that this man presents. 


Dk. Howarp Fox: I suggest that a culture for diph 
theria organisms be 

Dr. R. H. RULison 1 think 
that perhaps Dr. Fox’s suggestion that the causative 
agent may be some diphtheroid bacillus with a_ pre 
valuable one 


made. 


This is a puzzling case. 


dilection for the mucous membranes 1s a 
My idea is that this patient has some double infection, 
a symbiosis of some kind, which accounts for the 
difficulty. 

Dr. GeorcGe M. Lewis: It looks te me like an iniec 
tion, possibly cutaneous and oral diphtheria, and that 
would explain the clinical features. 

Dr. G. F. Macuacex: I still think that the patient 
is taking a drug, particularly in view of the stomatitis 

Dr. EuGene F. Travus: From the history of sudden 
onset and the peculiar lesions on the mucous membranes 
| thought of a drug eruption, but I do not believe that 
any drug could account for the lesions of the mucous 
membrane and the paronychia and the penile lesions 
Kor this reason I think that some type of infection 1s 
the more likely explanation. 

Dr. Frep Wise: I cannot offer a diagnosis, but | 
feel that the diagnosis rests with the bacteriologist. 

Dr. Grorce C. AnpreEws: I shall make the cultures 
suggested. I made cultures of material from the lesions 
over a week ago and got no growth. I did not use 
Loeffler’s medium, but I made them on dextrose broth 
and on Sabouraud’s medium. I shall make special 
cultures on Loeffler’s medium and on a special medium 
for the Gonococcus. The complement fixation test 1s 
so unreliable that it is now seldom used, 

Note.—Shortly after the presentation of this case the 
article describing Behcet’s syndrome appeared in T/v 
Journal of the American Medical Association. This 
case is now considered an instance of Behcet’s syndrome 
American Leishmaniasis. Presented by Dr. Howarn 

Fox. 

V. F. W., aged 35, a federal purchasing agent, has 
spent the last two years in Brazil, much of the time in 
the Amazon valley. During the previous eight years 
he spent six months of each year in Brazil. 

About a year ago he had a penile lesion in which: 
spirochetes were found by Dr. Mota, of Rio de Janeiro 
He was then given a course of twenty-four intravenous 
injections of oxophenarsine hydrochloride and an equal 
number of intramuscular injections of a bismuth prep 
aration. No serologic tests were made at that time. 

An eruption appeared in January 1944 for the first 
time, and it consisted of lesions appearing one afte: 
another on different parts of his body. The first lesion 
appeared on the right ala nasi, followed by one on the 
right side of the neck and others on the extremities 
and back. They were bilateral and asymmetric. He 
now presents a total of eleven lesions, all of the 
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type. 


They are indolent button-like lesions, with cen- 
tral ulceration, covered by adherent brown crusts. The 
borders are slightly elevated and reddish. Many of 
them show a reddish areola 1 to ™% inch (0.3 to 0.6 
cm.) in width. The eruption appeared while he was 
receiving antisyphilitic treatment. 

He was seen by Dr. Joseph Earle Moore, who re- 
terred him on March 22, 1944. Biopsy performed by 
Dr. Ketron was reported as showing a granuloma con- 
sistent with the histologic structure of syphilis. On 
the basis of this report, that the eruption might be 
syphilis resistant to treatment with arsenic and bis- 
muth, the patient was treated by Dr. Moore, at Johns 
Hopkins Hospital, with penicillin. Two million units 
was administered during a ten day period. As the re- 
sult of this treatment was a failure, the patient was 
referred for an opinion as to the possibility that his 
lesion was a tropical dermatosis. 

Microscopic examination of scrapings from an ulcer, 
stained by Wright’s method, failed to show leishmanias. 

Treatment with antimony and potassium tartrate was 
advised. He received his first injection today. 

Examinations made at Johns Hopkins Hospital 
showed that the urine was normal and the blood count 
included 5,000 leukocytes, with a differential ratio of 
56 per cent neutrophils, 40 per cent lymphocytes and 
+ per cent eosinophils. Results of complement fixation 
and flocculation tests for syphilis were positive. 

Notrt.—When the patient was last seen, the lesions 
were healing rapidly. 

DISCUSSION 


Dr. Frep Wise: I should not have thought of the 
diagnosis of syphilis as the lesions appeared today. 
[hey resemble the biskra button lesions I have seen 
in Colombia. 

Dr. Maurice J. Costerto: This case is similar to 
the one that Dr. Fox presented seven years ago before 
this Society (ArcH. Dermat. & Sypn. 37:888 [May] 
1938). That patient had more numerous lesions with 
involvement of the mucous membrane of the mouth 
and destructive scarring of the nose. The eruption 
gradually disappeared after he had received injections 
of antimony and potassium tartrate. 


Psoriasis; Pseudopelade 
and/or Alopecia Areata. 
F. Machacek. 

J. L., a woman aged 38, is presented from the 
Vanderbilt Clinic. She has had psoriasis for eight 
years and alopecia for two years. The patient sought 
treatment on Feb. 9, 1944, at which time a large oval 
area of alopecia, about 3 cm. in diameter, was noted 
in the occipital region. Other scattered areas of alo- 
pecia were present. Some were covered by psoriatic 
lesions, and others were free. The large area over 
the occiput now appears to be somewhat atrophic. It is 
trom this area that a specimen for biopsy was taken. 
The left elbow shows an oval plaque, also about 3 cm. 
in diameter, which was covered by silvery scales of a 
psoriasiform nature. The initial diagnosis was psoriasis 
and alopecia areata. 

At this time there is a psoriatic lesion of the left 
elbow, which no longer shows the same degree of 
desquamation as on admission. There are numerous 
areas of alopecia, varying considerably in size. The 
large occipital area shows some degree of atrophy. 
Residual evidences of psoriasiform lesions are noted 
Some of the areas of alopecia are completely 
from evidence of inflammatory change. 
closes follicular keratinization. 


(Lichen Spinulosus), 
Presented by Dr. G. 


free 
One area dis- 


AND SYPHILOLOGY 

The serum cholesterol level was 296 mg. per 
cubic centimeters. The cephalin flocculation test 
no floccules. The basal metabolic rate was --9 
cent. The Wassermann reaction was negative. B 
revealed keratinization of dilated follicular funne's, 
atrophy of the epithelial lining and _perifo!li 
lymphocytic infiltration—lichen spinulosus. 

Treatment consisted of application of crude cual 
compound ointment of sulfur N. F. to the areas 
alopecia and exposure to ultraviolet rays. She rece 
4 to 6 Lexo wafers (each wafer containing 3 Gn 
soybean lecithin, 1,000 U. S. P. units of vitar 
100 U. S. P. units of vitamin D, 165 U. S. P. 1 
thidmine and 81 mg. of phosphorus) daily. 

DISCUSSION 

Dr. FRANK C. Combes: I agree with the diag 

Dr. Maurice J. Costetto: I wonder if Dr. Mach 
thought of the diagnosis of lichen planopilaris, be 
the type of baldness this patient presents is als 
ciated with erythema, scaling and follicular kerato: 

Dr. G. F. Macuacek: I think that it might be 
sidered to be the same picture as lichen planopii; 
Papular Sarcoid of the Face. Presented by 

Frep WISE. 

M. C., a woman aged 47, registered at the Skin 
Cancer Unit of the New York Post-Graduate Med 
School and Hospital on April 11, 1944, present 
lesions of six months’ duration. She stated that 
had never had any serious illnesses and that she 
been in good health except for “high blood pressu 
She gives no history of tuberculosis. She has 
children, who are “healthy.” The lesions are pain! 

A few papules appeared on the right side of the ia 
six months ago. Three months later the other lesi 
developed. None has undergone regression. Scatter 
over the face, more pronounced in the central port 
and on the leit cheek, are discrete matchhead to 
sized yellowish nodules, totaling about twenty-f 
They are easily compressible with a diascopic gli 
leaving distinct yellow spots. 

The routine laboratory tests revealed no abnormalit 
except a slight eosinophilia. 

A nodule was removed and examined by Dr. Chai 
F. Sims. He interpreted it as sarcoid. In the deser 
tion of his observations, Dr. Sims said that the « 
dermis was somewhat thinned, with obliteration ot ' 
rete pegs and corresponding papillary bodies. Int 
upper part of the corium was a well defined cellu 
mass, consisting for the most part of epithelioid « 
surrounded by a very sparse small round cell infit’ 
tion. No central necrosis was visible. The vessels 
the upper part of the corium were dilated and 
rounded in part with a mild cellular infiltrate, co: 
posed of small round and plasma cells. Basophi 
degeneration of the wall of the upper part of the con 
was noted. While these observations are consist 
with a diagnosis of tuberculosis miliaris dissemina! 
faciei, the absence of necrosis and the sparse inflan 
matory masses surrounding the tubercles favor ' 
diagnosis of sarcoid. 


DISCUSSION 
The members agreed unanimously with the diagnos: 


Lupus Pernio (Besnier). Presented by Dr. Jv! 
C. GRAHAM. 
M. K., a woman aged 36, from Brooklyn Hospi 

dispensary, has had what she calls chilblains for ma! 

years. Two years ago she first noticed tenderness 
her right little finger. Her symptoms are alway’ 
worse in the winter and improved during the su 
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ver disappear. She complains of a burning 


nd soreness. 


oy ation shows a fusiform swelling of the right 
with purplish discoloration and a slight 
at the tip. She says that she has lost the 

times. 
{ arms, legs, cheeks and ears the patient 


rplish areas, only a few of which are slightly 
The purplish macules vary in size up to 
nger nail. On diascopic pressure occasional 
are demonstrable. Also, two weeks 
itient had a hemorrhage from the lungs and 
m «ap two mouthfuls of bright red blood. She has 
ind she that she catches cold easily 
Roentgenograms oi 


lules 


SaVs 
she is gaining weight. 
ave not as yet been made, but an examina 
ie medical department disclosed no definite 
signs in the lungs. The patient also has a 
flat warts on the back of the right hand 


DISCUSSION 
Prank C. Comers: With the exception of th 
Imost gangrenous area on the little finger, the 
uption looks like erythema pernio and erythro 
sis crurum. 

Dr. Paut E. Becuetr: The patient presents a clinical 
Biure which [ have not infrequently observed at 
rious dermatologic clinics, and in the cases observed 
ire Was similar in every instance: namely, the 
soit infiltrated violaceous to dusky reddish 
yn variously sized lesions, mostly on the extremities. 
is no pain on pressure, and the infiltration is 
and the lesions do not break down as in erythema 
They occur anteriorly as well as 
rly, and while the dark color is accentuated by 
the lesions appear as frequently in warmer 
Meather. The persons in whom they occur are almost 
iably young women with colorless faces and lacka- 
ai mien. From the clinical appearance and course 
% this eruption I believe that it is not related to ery- 
fhema pernio, nor is its clinical picture and course that 
cutis. I usually regard this type of 
ifestation as being tuberculoid in character and 
Possibly as being related to the tuberculids, despite the 
ft that involution leaves some slight scarring (but not 

Maniolitorm, as in papulonecrotic tuberculid). 


ratum pos- 


m tuberculosis 


Dr. EvGene F. Traus: This patient appears to have 
but I believe that the eruption on the 
extremities, if not also the one on the little 


Mberculosis, 

lover 

Mecr, is largely based on some type of vascular dis- 
@<:. Therefore, I suggest that she be studied in a 
@inic devoted to vascular diseases rather than that 
We debate the dermatologic name to be appended to her 


Dr. Frep Wise: I have the same impression as Dr. 
Bechet, that this woman has a form of tuberculosis 
@ the skin, whether one can find the bacilli or not. 
Bhether it is a lupus pernio or what Dr. Machacek 
Glied “Hutchinson’s chilblain lupus,” I am not able to 
®y. | think that she should be treated on the basis 
tuberculous infection. 


‘A Case for Diagnosis (Urticaria Pigmentosa [Ac- 


quired Type]?). Presented by Dr. Georce M. 


, a woman aged 54, is presented from the New 
lospital. She has had an eruption on her body 
past ten vears. At times it becomes lighter. 


e are no subjective symptoms. 
Xamination the rash is erythematous and _ pur- 
diffusely 


over the trunk and ex- 


29 


INSACTIONS 


tremities. Whealing can be established in both normal 
ind affected skin. 
The Wassermann reaction was negative The urine 


normal. The platelet count was 190,000, and the 


Was 

erythrocyte, leukocyte and = differential counts were 
within normal range. The bleeding time was one 
minute two seconds. The report of a biopsy, performed 


at another hospital, has not yet been obtained 


DISCUSSION 


Dr. Howard Fox: I think that 
eruption of urticaria pigmentosa of the adult type. The 
are red and small and are all of the same 
The associated dermographia does not militat 


this is a classic 
lesions 
Size. 
against the diagnosis 

Dr. Frep Wise: I with 
It is a typical urticaria pigmentosa. If I were asked 
to make a differential diagnosis before’ a group ot 
students between that and any other disease, I should 
be hard pressed to think of any other diagnosis worth 
discussing. 

Dr. Georce M. Lewis: 
(1) the patient shows dermographia, which [ do not 
think is typical of urticaria pigmentosa, (2) not all the 
lesions are discrete and (3) there are purpuric areas in 
retiform configuration. I believe that the presence 01 
dermographia may be used as a differential point h« 


agree what Dr. Fox said 


The case is unusual becaus 


tween urticaria with pigmentation and urticaria pig 
mentosa. 


Erythema. Presented by Dr. Frep Wise. 


S. W., a woman aged 34, was presented before this 
Society on March 28, 1944 (Arcu. Dermat. & 
53: 124 [Aug.] 1945). 

The turned out to be an instance of a truc 
vasculitis with definite inflammatory changes in the 
blood vessels, with telangiectasia, but I have not vet 
come to any conclusion about what the diagnosis is 
It is not just a functional change in the skin. 


case 


Presented by 


A Case for Diagnosis (Angioma?). 
Dr. Frep WIsE. 


Az F. 
this Society on March 28, 
Sypu. 53: 127 [Aug.] 1945). 

The entire lesion was excised and was interpreted 
by Dr. Charles F. Sims as “angioma which may fit 
in with hemangiopericytoma (Stout).” In describing 
his observations he said that the epidermis revealed no 
noteworthy changes. In the upper and middle parts of 
the corium were numerous dilated irregular blood 
vessels lined with a thin endothelial lining. Surround 
ing these vessels was a variable mantle of cells, which 
appeared to be spindle shaped 
Mitoses were not visible. Some of the vessels contained 
serum and red blood cells. No free hemorrhage into 
the surrounding collagenous iramework was seen. 

The specimen was sent to Dr. Stout, who has previ 
ously reported cases like this. His diagnosis was 
hemangiopericytoma. 


a boy aged 10 years, was presented before 
1944 (Arcn. Dermat. & 


in most instances 


Lupus Erythematosus of Occupational Origin. 


Presented by Dr. R. H. Ruttson. 

S. P., a man aged 59, was presented before this 
Society on Feb. 29, 1944 (Arcu. Dermat. & Sypu. 
51:292 [April] 1945). 

The patient is improving with a fair amount of speed 
under treatment with injections of a gold salt, which 
tends to confirm the diagnosis of lupus erythematesus. 
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Davip Broom, M.D., Chairman 
M. Lewis, M.D., Secretar) 
Vay 2, 1944 
A Case for Diagnosis (Infectious Granuloma 


Tuberculous; Syphilitic?]) Dr. 


F. P. LowWENFISH. 


Presented by 


\. de B.. a man aged 45, is presented from City Hos- 
pital with a lesion on the left zygoma which has been 
present for thirteen months. Thirteen months ago. the 
patient noted a swelling over the left zygoma and con- 
sulted a dentist, who extracted a wisdom tooth. While 
he was under the care of this dentist, several pieces of 
bone were also removed from this region. Since then 
the swelling and a draining sinus have persisted. About 
three months ago a nontender, noninflamed swelling 
appeared on the back. This was aspirated and 30 cc. 
ot purulent material removed, which was found by 
smear and culture to be sterile. 

In 1917 the patient had a penile sore and was treated 
for several months in Cairo, Egypt, for syphilis. In 
June 1943, he was again treated for syphilis and received 
eight injections of arsphenamine, twelve of silver ars- 
phenamine, twenty-four of a bismuth preparation and 
fifteen of mercuric succinimide. From February to 
April 1944, he received fourteen injections of mercuric 
succinimide and ten of oxophenarsine hydrochloride 
(mapharsen). 

Smears and cultures were negative for actinomycetes. 
Biopsy by Dr. Machacek was reported as showing infec- 
tious granuloma of unknown cause. 

Roentgenologic examination revealed: (1) a destruc- 
tive lesion of the left zygoma, (2) filling of a fistulous 
tract extending up to the destructive lesion of the 
zygomatous process (visualized by injection of iodized 
poppyseed oil) and (3) advanced hematogenous type of 
bilateral pulmonary infiltration. 


DISCUSSION 

Dr. Oscar L. Levin: The lesion over the left 
zygoma is simply the opening of a sinus leading down 
to the bone. It is not characteristic of a specific dis- 
ease. It is a result of chronic inflammation and prob- 
ably due to infection of the bone. On the back there is 
an area of serpiginous, irregularly grouped lesions sug- 
gestive of a healed syphilitic eruption. I see no evidence 
of tuberculosis. 

Dr. Grorce M. Lewis: I think that actinomycosis 
still has to be considered in this case, despite the nega- 
tive results of smear and culture. There is no positive 
evidence of any other disease. The granulomatous 
appearance and discharging sinuses are typical of 
actinomycosis. 


Generalized Progressive Scleroderma with Nod- 
ules. Presented by Dr. Apranam Watzer. 


D. W., a white woman aged 46, born in Greece, first 
presented herself at the dermatologic clinic of the Beth 
Moses Hospital in February 1944, for a rash on the 
upper part of the trunk and a “stiffness” of the fingers 
and the face. 

The patient has had asthma for about twenty-three 
years and hoarseness for many years. Ten years ago 
she was operated on for an ectopic pregnancy. From 


DERM ATOLOGS 


AND 


SYPHILOLOG) 


Jan. 8 to 28, 1944, she was in the Beth Moses fifo, 
for hematemesis. While there, frequent blood co 


determinations of blood chemistry and examination: 


urine showed no abnormalities. 
tion of the blood was negative. The stools sh 
evidence of blood. Roentgen examination of t! 
and stomach revealed nothing abnormal, and s}y 


The Wassermann re 


discharged with the cause of the hematemesis inde: 


mined. 
The rigidity of the fingers, the inability to « 


mouth and the formation of the cutaneous lesions be, 


at about the same time four vears ago. The ski 
the face is hard and cannot be picked up easily. 
iace is expressionless, and motion of the mout 
limited. The fingers move with some difficulty and 
partly fixed in a semiflexed position. The ski: 

them is thin and tight and seems to be bound doy 
the underlying structures (sclerodactylia). 

The cutaneous lesions appeared first on the right 
ot the neck and have been extending ever sinc 
are now present on the neck, chest, back, 
shoulders and arms and scattered here and _ ther 
other locations. They are nodular and vary in size f; 
that of a pea to that of a dime. Some are round; ot 
are oval or elongated. The skin over them varie: 
color from that of normal skin to red or dark br 
The nodules are numerous and close together, produ 
skin that is tight and bound down to the underl 
structures. 

Histologic studies of one of the nodular les 
showed no changes in the epidermis. In the papil! 
layer and in the corium there was a fairly pronow 
fibrosis. 
the skin. The vessels were congested and showed an 
perivascular infiltration of lymphocytes and polymor; 
nuclear leukocytes. The sebaceous glands, coil g! 
and hair follicles were not affected. ’ 


DISCUSSION 


Dr. Frep Wise: I am unable to 
acceptable or plausible diagnosis than that offered 
Dr. Walzer. There is no question that the patient 
a hidebound condition of the skin on the fingers, 
the lesions on the body are not those that one 
accept as a form of scleroderma. They appear to 
solid fibromas. 

Dr. Oscar L. LEVIN: 
case shown this evening. The patient presented var 
lesions. I was interested in the hoarseness, and I t! 
that she probably has lesions of the larynx. She sh 
diffuse pigmentation, hardening 
skin as observed in scleroderma. The nodules are lar 
than those of lichen nitidus. There are tender papu 
especially on the back of the hand, that are of the » 
of a pinhead to that of a lentil, slightly elevated and 
a grayish white tint. To me they suggest the les 
of calcinosis cutis. The whole clinical picture is that 
a pluriglandular disturbance with various changes 
the skin. 
system and of the calcium metabolism should be ma 
particularly because of the occasional presence of 


suggest a 


cium deposits in scleroderma. I believe the nodules & 


calcium deposits in the skin. 


Dr. ABRAHAM WatzeR: The question of nod 


occurring in association with scleroderma is extreme) 


rare. The surface is usually smooth, but in morp 
as Dr. Wise suggested, raised lesions due to hy 


trophy of connective tissue will occasionally be fous 


In diffuse scleroderma, however, nodules do not u 
occur. In 1937 a report of a case resembling this 
was published (Butler, J., and Layman, C. W.: 


The connective tissue bundles ran parallel 


This is the most interest 


and inelasticity of t 


I think that further studies of the endocri 
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leroderma, ArcH. DERMAT. & SypH. 35:919 
37). Their patient was a man about 70 years 
for about six months had had lesions con- 
multiple split pea-sized nodules on the fore- 
k and chest. The fingers were tight, so that 
not grasp objects, and the skin over the entire 
ime stiffer than normal. The histologic study 
increase in the blood vessels with sclerosis of 
cer ones. There were pronounced fibrosis and 
These changes were not specific for sclero- 
but the authors could visualize the case as an 
of an early stage of that disease. They reviewed 
reported in the literature from 1906, and were 
find only about 8. Of these, Lipshutz’ case of 
ictvlia with nodules and Bruhn’s case of sclero- 
n bands with nodules were the most typical. 
case presented tonight, definite sclerodactylia 
nt with nodules on the upper part of the trunk 
the extremities. The histologic picture of the 
s not that of typical scleroderma but rather of 
sis. I thought the best title for this case would 
derma with nodules, leaving the origin of the 
open. My idea, however, is that it belongs 
croup of rare cases of nodular scleroderma and 
t these nodules are in all probability a variation of 
vlerma. The suggestion that the lesions result from 
ons for asthma can be disregarded when one con- 
the number of the nodules and the fact that the 
had only a few injections. 


ty 


Localized Myxedema. Presented by Dr. Oscar L. 
and Dr. Jesse A. ToLMAcH. 


C.. a man aged 26, is presented from Beth Israel 
pital with an eruption of the legs which has been 
nt for about nine months. He was treated at an- 
hospital in September 1941 for hyperthyroidism 
exophthalmos. At that time he had a diffuse soft. 
- bilateral swelling of the lower part of the neck 
riorly. The basal metabolic rates then were plus 29 
| plus 21 per cent. An electrocardiogram on Sept. 8, 
revealed left axis deviation. A subtotal thyroid- 
my was performed on Sept. 25, 1941. He was dis- 
irged from that hospital on October 12, in good 
with the final diagnosis of exophthalmic 


/ 


naition, 
On the anterior surfaces of the lower ends of both 
gs there are now seen large, elevated plaques with a 
llowish red tint. The surfaces are uneven and made 
of pea-sized to walnut-sized nodular masses. The 
asses are tense and suggest edema, but there is no 
tting on pressure. The follicular orifices in the patches 
dilated. There are a few. discrete papular strands 
the middle third of the right leg above the large 
que. There is pronounced exophthalmos. The patient 
erspires freely but not as much as prior to his operation. 
Laboratory examinations gave the following results: 
urine was normal. A determination of the blood 
mistry showed a cholesterol content of 179 mg. per 
mdred cubic centimeters and a calcium level of 8.8 mg. 
basal metabolic rate was — 30 per cent. . 
iopsy showed the epidermis to be somewhat thin 
otherwise normal, with a normal amount of pig- 
ut. The skin appendages were obviously atrophic. 
opening of one hair follicle was wide and filled 
keratinic masses. The fibers of the cutis were 


widely separated than could be explained by tech- 
iccident. They stained irregularly red and yellow 
the Van Gieson stain, definitely metachromatic 
lychrome methylene blue, red with mucicarmine 
trongly metachromatic with thionine. The nerves 

ls of the blood vessels and sweat glands did not 
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show metachromasia. The corpus papillare and a narrow 
adjoining zone appeared normal in structure. They were 
also different from the remainder of the cutis in their 
staining reaction. They stained almost homogeneously 
red with the Van Gieson stain, stained only faintly pink 
with mucicarmine, showed no metachromasia with poly- 
chrome methylene blue and stained pale pinkish with 
thionine. The histologic diagnosis was mucinous changes 
in the cutis. 
DISCUSSION 

Dr. Frep Wise: It is a typical case and corresponds 
to the cases described by O'Leary, of the Mayo Clinic. 
The interesting feature in this case is that the disease 
is probably due to hypothyroidism, if one accepts the 
statement that most of the thyroid has been removed 
surgically and that the lesions appeared afterward 
The question of therapy is interesting. 


Dr. E. Apramowitz: There are several 
interesting features in the development of localized 
myxedema in connection with hyperthyroidism. In the 


majority of cases the disease develops postoperatively. 
No one knows the cause of the development of thes« 
lesions in typical toxic diffuse goiter. | do not think the 
parathyroids should be blamed, because histologically 
the cutaneous lesions are due to a deposit of a mucinous 
substance. As a rule they are not associated with a 
«eneralized myxedema. The basal metabolic rate in 
these patients will vary; in most instances it is + 30 
or 40 per cent or more; only occasionally is it minus. 
Some patients have been operated on for hyperthy- 
roidism, and it has not successfully reduced these lesions, 
which seem to be so resistant to all forms of treatment. 
The strong point against the influence of the parathy- 
roid glands is the fact that there are patients with such 
lesions who have not been operated on and who have had 
no injury to these glands. I had occasion to see a 
patient with severe hyperthyroidism at Gouverneur 
Hospital who had not been operated on at all. The 
lesions looked like erythema nodosum. That patient was 
operated on later and died in a thyroid crisis. 

Dr. Jesse A. Totmacu: Localized myxedema may 
be seen both in hyperthyroidism and in hypothyroidism. 
As in this case, it sometimes occurs in cases of hyper- 
thyroidism following thyroidectomy. This is the second 
case I have observed in which this has occurred. 
Reports in the literature in regard to therapy for the 
pretibial type of circumscribed myxedema are most 
discouraging. In answer to Dr. Wise, treatment with 
thyroid should be employed very cautiously. In this 
case we tried small doses of thyroxin and the patient 
lost 10 pounds (4.5 Kg.) in one week. There was no 
effect on the this treatment had to be 
stopped. 

Dr. Oscar L. Levin: The patient shows symptoms 
of hyperthyroidism, which is a part of the general 
pluriglandular disorder as well as the dysfunction of 
exophthalmic goiter. The thyroid and other endocrine 
glands as well as the vegetative nervous system are 
affected. A patient may show evidence of hypothy- 
roidism or hyperthyroidism during the course of the 
disease, and symptoms of both conditions may coexist. 
In this patient with exophthalmic goiter and evidence 
of hyperthyroidism there are also lesions of hypothy- 
roidism, such as circumscribed myxedema of both legs. 
The nodular lesions and the plaques of myxedema ap- 
peared several months after the thyroidectomy. As there 
is no explanation for the cause of these so-called myx- 
edematous lesions, I believe that theoretically these 
lesions may represent adenomatous tissues which have 
undergone various changes. Possibly they may have 
aberrant nests of fetal cells which became 


lesions, and 


begun as 
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active to produce secretions that played a part in the 
production of the symptoms of toxic diffuse goiter. Is it 
not possible that after the thyroidectomy these cells 
became hyperactive in a compensatory manner and sub- 
sequently caused symptoms of hyperthyroidism? Finally, 
as a result of overactivity these cells may have suffered 

m exhaustion and degenerated to develop ultimately 
into circumscribed myxedematous nodules and plaques. 


Recurrent Syphilis; Macular Atrophy Secondary 
to Syphilis. Presented by Dr. J. Lowry Miter. 

J. L., a 22 year old Puerto Rican man, is presented 
irom the City Hospital, to which he was admitted com- 
plaining of a penile sore of three weeks’ duration. He 
stated that he had a penile chancre which on dark 
field examination in 1936 was positive for spirochetes. 
Accompanying the chancre was a secondary rash which 
healed, leaving scars. He was admitted to a hospital 
and remained there for four months, during which time 
he had about sixteen injections in his arm and sixteen 
in his hip. Since discharge he has attended a syphilis 
clinic at irregular intervals, receiving an occasional 
Injection into the arm and hip. The Wassermann reac- 
tion ot the blood was said to be negative six months ago. 

Examination shows a wide, firm, raised, indurated 
area around the corona, with two shallow ulcers in the 
centers. The left testicle is soft. Scattered over the 
trunk in a symmetric arrangement are many pea-sized 
whitish, atrophic areas. 

Dark field examination of material from the penile 
ulcer revealed Treponema pallidum. The Wassermann 
reaction of the blood was 4 plus with cholesterol antigen 
and 4 plus with alcohol antigen. Frei and Ducrey tests 
elicited negative reactions. 

Treatment has consisted of daily injections of oxo- 
phenarsine hydrochloride, for a total of 1.08 Gm. to 
date 


DISCUSSION 


Dr. Louis Cuarcin: I do not think that there is 
any question about the macular atrophy, and with the 
history there is no doubt that the patient has syphilis. 


Pyoderma; Perifolliculitis Capitis Abscedens et 
Suffodiens; Folliculitis of the Extremities. 
Presented by Dr. Geratp F. MACHACEK. 


\. S.. a Negro man aged 41, is presented from City 
Hospital, with lesions of the head, forearms, thighs, 
legs, buttocks and pubis of eighteen months’ duration. 

This is the patient’s second admission to City Hos 
pital, where he was first seen in 1933 after the devel- 
opment of a rash of the body which resulted in sycosis 
of the face, folliculitis of the scrotum and pubis and 
suppurative axillary adenitis. After incision and drain- 
age, excision, skin grafting and roentgen ray therapy, 
he was finally discharged in 1935 with scars of the 
face, neck and axillas. 

About eighteen months ago the patient applied a hair 
straightener (Conkolin), and a pustule of the left occip- 
ital region developed. Suppurative lesions spread over 
the scalp, resulting in scarred, bald, raised, boggy areas, 
many of which contained numerous orifices exuding 
pus. A generalized suppurative follicular eruption is 
seen on the hairy parts of the upper and lower ex- 
tremities, the pubic region and the buttocks. 

On the patient’s first admission the Wassermann 
reaction of the blood was positive, and it is still slightly 
positive. Bacteriologic examination disclosed and still 
discloses Staphylococcus albus and diphtheroid bacilli 
from scattered lesions of various parts of the body. 


Treatment has consisted of surgical incis 
drainage, sulfathiazole locally and by mouth 
dressings. 

DISCUSSION 

Dr. Frep Wise: I think that attention s 
called to the fact that this is an extremely 1 
ease and that this case is a true example of perit 
litis capitis abscedens et suffodiens. Many casey 
sented with such a diagnosis are simply inst 
ordinary folliculitis. Roentgen ray therapy pr 
temporary alleviation of symptoms, whereas 1 
nary folliculitis roentgen irradiation is not fr 
required, since good results may be obtained wit 
applications. 

Dr. Paut Gross: This is an important case, s! 
the combination of what is called perifolliculitis 
scedens et suffodiens, with lesions in the groin as ; 
in chronic pyoderma and considered by Meleney 
due to microaerophilic streptococci, and follic 
of the legs. It supports the infectious cause 
much discussed dermatologic condition. I think 
penicillin should be used in this case. 


Von Recklinghausen’s Disease in Identical Twin 


Presented by Dr. ABRAHAM WéALZER. 


R. S. and J. S., identical twin boys aged 6 y 
first presented themselves at the dermatologic ¢! 
of the Brooklyn Jewish Hospital about two mon: 
ago for a rash that has been present since birth. Thy 
are two older children who are perfectly well. Ther: 
no one else in the family with similar lesions. 

The cutaneous lesions of the children consist 
tumors of the skin and pigmentation in J. S. and ; 
mentation only in R. S. The tumors are of var: 
sizes, shapes and consistency. Some project above t 
surface of the skin while others can only be felt. 7 
vary in size from that of a pea to that of a hazelnut 
larger. Most of them are covered with normal sk 
while others are covered with skin that is slightly bl 
Most of the tumors are hard, but some are soft. 

The pigmentation consists of large, pale br 


patches of various sizes and shapes and smaller dar 


spots, scattered over the trunk and extremities. A { 
hairy nevi, together with some vascular nevi, are 4 
present. 

There is no evidence of any involvement of inter: 
organs. Physically and mentally, both children 
apparently normal. 

DISCUSSION 


| 


Dr. Davin Boom: Dr. Walzer is to be congratulat 
for presenting identical twins with von Recklinghause: 
disease, for, as far as I know, no cases of its occurre: 
in twins have ever been reported in the literatu 
Collection and study of the cases of identical and 
nonidentical twins with this disease may contri 
considerable knowledge, and dermatologists shou 
watch for such instances and report them or pres 
them at society meetings. It is of interest that wh! 


both of the boys presented tonight show café-au-la" 


spots, only one of them shows tumors along the fo! 
arms and wrists. The parents deny having any 


taneous lesions, although thorough examination ma) 
reveal lesions which are overlooked by the layma" 
Assuming that the parents are not affected, these twim 


present the first generation in which the disease 


manifested, for it is transmitted by the mode of simp! 


dominance. 


Dr. ABRAHAM WaAtLzeR: I could not find any report: 


of cases of von Recklinghausen’s disease in twins. Th 


mother says the nodules in the one boy have beer 
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ng for the last vear or so. In the beginning he 

the pigmenttd spots. I examined the parents 
other children and found nothing suggestive ot 
ise. There was no family history of any typ 
ited cutaneous disease. 


ichen Planopilaris; Lichen Planus et Acuminatus 

Atrophicans (Feldman) and Lichen Spinulosus 

and Folliculitis Decalvans (Little). Presented 
ip. Leo SPIEGEL. 


a schoolboy aged 15, born in the United States, 
t seen at the Lenox Hill Hospital dispensary on 
21, 1944, with an eruption of about six months’ 
involving the scalp, trunk and extremities. 
he scalp there are numerous patches of alopecia, 
n the vertex and back of the scalp, giving a 
aten appearance. There is one large patch of 
. 8 cm. in diameter, over the left parietal region 
« has been slight, the chief complaint being th 
hair. 
uttered over the scalp, neck, shoulders, arms, trunk, 
ks and extremities are slightly pinkish patches ot 
is sizes and configurations; all patches are studded 
uminate keratotic papules, many of which show 
plugs and are pierced by lanugo hairs. The 
regions of the forearms show dime-sized areas 
pecia similar to the lesions on the scalp. The 
ns on the trunk and buttocks are palm sized and 
with small areas of normal intervening skin. 
lesions are slightly raised and pinkish, and they 
nutmeg-like feel on palpation. The pubes and 
1s are normal, as is the oral mucous membrane. 
pustules have been observed at any time. The 
on the scalp do not suggest atrophy. 
ihoratory examination, including the Wassermann 
Kline flocculation tests, gave negative results. 
iopsy showed a large, dilated follicle filled with a 
plug. In the lower portion about the follicle 
was a moderate small round cell infiltration 
re was some edema of the lower border of the wall 
he follicle. The rest of the epidermis was somewhat 
hotic but otherwise showed no important change 


DISCUSSION 


Frep Wise: This is a beautiful example of a 


sease, but it is not planopilaris. There is no evidence 


Jl of lichen planus. If the patient had lichen planus 

mouth or lichen planus on the glans penis or 
given a history of having had lichen planus, then 
name “lichen planopilaris” would be justified. He 
ichen spinulosus and keratosis pilaris of the gla- 

skin, with an occasional lesion on the scalp. He 
presents lichen spinulosus and lichen pilaris with 
accompanying similar lesion of the scalp causing 
recia. It is a long title, but the term “planopilaris” 
isleading in this instance. 

Paut Gross: I was as hesitant as Dr. Wise to 
pt Graham Little’s view that all cases of lichen 
pilaris represent a peculiar form of lichen planus, 

case which I observed several years ago taught 
lifferent. It was the case of a woman who was 
seen with a mild eruption of typical lichen planus 
ich responded to roentgen therapy. A few months 
she returned to the clinic with patches of alopecia 
he scalp and an extensive eruption of lichen spinu- 

on the body lacking any clinical earmarks of 
en planus. Biopsy of a lesion of lichen spinulosus 
ved changes typical of lichen planus. I recall the 
of another patient who was presented at a derma- 
ic meeting. This patient also had a widespread 
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eruption of lichen spinulosus, but on close examination 
small papules of lichen planus were recognizable su 
rounding some of the follicular spines. In my office | 
have treated a patient who in the course of a typical 
eruption of lichen planus acquired considerable lichen 
spinulosus in some areas but never showed any alopecia 
on the scalp. I do not deny that lichen spinulosus may 
develop under other circumstances, but I am certain 


that the syndrome present in this patient is lichen 


planus. It may require several biopsies to prove this 
diagnosis. 

Dr. FRANK Vero: This case is extremely interesting. 
{ failed to see lesions of lichen planus, but after long 
observation they may be seen. You may recall a pa 
tient fhat I presented here last year (ArcH. Dermat. 
& SypH. 48: 699 [Dec.] 1943) showing all the symp- 
toms of lichen spinulosus and lichen planus on the 
buccal mucosa and on the penis. I feel that in this 
patient lichen planus will ultimately develop. 

Dr. E. Wirttam AsramowitTz: This patient had 
gone to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital and also 
visited my office before seeing Dr. Spiegel. It is 
difficult to make any positive statements about lichen 
planus because the cause still remains unknown and 
because of the vagaries of the so-called common type 
of lichen planus. Several years ago I presented 2 pa- 
tients with lichen pilaris of the body and _ folliculitis 
decalvans of the scalp. In 1 of these patients lichen 
papules could be seen in a few places. The other 
showed none aiter long observation, but, instead, numet 
ous pustules resembling some form of pyoderma de 
veloped on the scalp. The histologic picture in both 
cases was reported as lichen pilaris. I thought I made 
out some lichen planus papules on the penis in Dr. 
Spiegel’s patient. He seems to have improved with 
large doses of vitamin A. I agree with the diagnosis 
as presented. 

Dr. Oscar L. Levin: The question is, has the pa 
tient lichen planus or lichen spinulosus? Lichen planus 
should be easily diagnosed by biopsy. I agree with 
Dr. Wise that the patient shows generalized lichen 
spinulosus. As to therapy, tichen spinulosus is improved 
by the administration of vitamin A, and I have obtained 
the best results with large doses. I| rarely use less 
than 150,000 U. S. P. units daily for hyperkeratotic 
follicular conditions, and in this case I should give 
200,000 units daily. I see no evidence of lichen planus. 

Dr. Leo Spiecet: This patient’s lesions are all of 
one kind; they begin as patches studded with acuminate 
follicles, pierced by hairs, and as the process advances 
the hair falls out. There are no subjective complaints, 
the patient’s only complaint being the loss of hair. I 
believe this case belongs under the classification of 
lichen planopilaris as described by Sachs and De Oreo 
(Lichen Planopilaris, ArcH. Dermat. & SypuH. 45:1081 
[June] 1942). There have been in all about 27 cases 
reported in the American literature, and some cases 
have been reported as instances of the disease even 
though the patients have not shown lesions of lichen 
planus. I thought I saw one papule suggestive of 
lichen planus on the penis. The patient has improved 
considerably; roentgen therapy has been given to the 
right arm. These areas show greater improvement 
than do other parts of the body. 


A Case for Diagnosis (Parapsoriasis; Secondary 
Syphilis?). Presented by Dr. J. Lowry Miter. 


G. J., a woman aged 32, is presented from City Hos- 
pital, with a generalized eruption which has been 
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214 IRCHIVES 
present tor a year. One year ago an itching dermatitis 
developed in both cubital fossas which in the course of 
one month spread to involve the entire body except 
the face, palms and soles. The patient states that the 
rash varies in intensity from time to time but has never 
disappeared entirely. She says that she has taken no 
medicine by mouth. 

The Wassermann reaction of the blood was 4 plus 
with both antigens on April 11, 1944, and the patient 
was admitted to City Hospital on April 19. 

I:xamination shows a generalized, pea-sized to dime- 
sized, macular eruption. Slight scaling is present on 
many of the lesions. The larger lesions show some 
tendency to be arranged in the lines of cleavage. 
Vaginal examination shows nothing abnormal except a 
discharge. There are no lesions on the mucous mem- 
branes of the mouth. Results of 
syphilis were as follows: 


Wassermuann (blood)... $/11/44 4/1/44 1/24/44 
antigen. plus Negative 1 plus 
Cholesterol antigen plus plus plus 


Kalin precipitation test Negative Negative 


\l] dark field examinations failed to reveal Trepo 
nema pallidum. 

Biopsy showed small nests of Ivmphoid cells in the 
upper part of the corium, with rare polymorphonuclear 
leukocytes and a few fibroblasts. The epithelium and 
normal. Nothing was seen suggestive of 


vessels were 


secondary syphilis 
DISCUSSION 
Dk. Lours CHarcin: I certainly do not think that 
the patient has syphilis \ll the signs speak in favor 


ot parapsoriasis 
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Nevus Pigmentosus et Pilosus. Presented by Dr. 


Maurice J. COstTELo. 


M. T., a girl aged 16 months, has had a pear-shaped 
pigmented hairy nevus on the anterior surface of the 
right cheek since birth. She is presented for suggestions 
as to therapy. 

DISCUSSION 

Dr. Frep Wise: | 
carbon dioxide. 

Dr. E. Apramowirz: treated 1 patient 
with electrodesiccation, with an unsatisfactory result. 
Carbon dioxide had been used before, and a keloid de- 
veloped. I suggest, because of the presence of numerous 
hairs, excision of the lesion and replacement with a 
skin graft. 


treatment with solid 


suggest 


Dr. HerRMAN SHARLIT: | recall that about ten years 
ago Dr. Ben Newman treated a nevus with solid carbon 
dioxide and metastatic melanocarcinoma developed. 

Dr. Howarp Fox: The case mentioned by Dr. Shar 
lit, which was presented before this Society by Dr. 
Costello, is the only one in which I have ever seen a 
malignant tumor develop atter the use of solid carbon 
dioxide. I think that almost any treatment is safe for 
a hairy and pigmented nevus, and | agree with Dr. Wise 
that solid carbon dioxide gives the best results. 

I believe that a nevocarcinoma 
junction type of nevus 


Dr. SAcHs: 
cannot develop from any but 


ML.OG) 


DERM AT ¢ 


AND 


SYPHILOLOG) 


successtul 


Dk. FKrep Wise: I have been int 
lesions of this type with solid carbon dioxide, and 
seen any ill effects from it. I shave t! 
first and then apply the solid carbon dioxide. 

Dr. Georck M. Lewis: I believe that tre 
should be with solid carbon dioxide. An attempt 
be made to treat the entire lesion at one time, sv ¢ 
even if the lesion is not blanched out entirely the 
will be even. I have used the same technic 
removal of a keloid, making a tracing around the 
on some transparent material; this outline is tra 
a big piece of solid carbon dioxide, which is then shar 
so that an exact replica of the lesion can be ay 
I should not fear the development of malignancy 
spontaneously or as the result of treatment. 

Dr. Davin Broom: In the mentioned |} 
Sharlit, the plaque on the side of the nose of that 
girl contained very short downy hairs, while in thi. 
the hair in the nevus is long and fairly thick. 

Dr. Maurice J. Costetto: I presented the ca: 
terred to before this Society on Dec. 12, 1939, a 
panying the presentation with a photograph (A) 
Dermat. & SypH. 42:162 [July] 1940). The pati 
had a lesion similar to this except that throughout 1 
lesion there were pinhead-sized areas of hyperpign 
tation, darker than the background. It was covered 
long lanugo hairs. It was treated by refrigeration 
solid carbon dioxide and electrodesiccation, with an 
cellent cosmetic result. months later, coal bla 
spots of hyperpigmentation could be seen in the cent 
of the lesion. One of these, which gradually grey 
the size of a pea, was examined microscopically 
proved to be a melanocarcinoma. It was treated 
radium by the late Dr. William Cameron, and th 
was presented again, about four years ago. The paticn 
is still alive aud well, showing no evidence of spread 
the disease. With regard to the case under discussio: 
i should be in favor of removal of the lesion by refrig 
eration with solid carbon dioxide if the lanugo 
would also be destroyed by this method. Otherwis 
| think that plastic surgery should be the method 


choice. 


hever 


Case 


Six 


Lymphoblastoma of the Scrotum. Present: 


Dr. Max SCHEER. 


1. M., a married man aged 58, who was born in Russi 
Was first seen by me on April 28, 1944, complaining 
ot a lesion on the scrotum, which had appeared clever 
weeks previously. It began as a small nodule and | 
been steadily increasing in size. There are no subjectiv 
symptoms. The patient suffers from chronic pulmonat 
tuberculosis. 

On the anterior suriace of the scrotum is a 
infiltrated lesion, 3 by 4 inches (7.6 by 10.2 em.), wit 
a sharp border. The surface is redder than the rest o 
the scrotum. 

The blood count was normal. The Wassermann | 
tion of the blood one month ago was negative. 

A biopsy specimen, examined by Dr. Sims, was 1 
ported to be lymphoblastoma, either pseudoleukemi 
lymphosarcoma. 

DISCUSSION 


Dr. Sacus: I saw the section, am 
hasty examination I am inclined to favor a diag 
ot lymphosarcoma rather than leukemia. Ii the 
were the latter one would expect the vessels 
patent, while in this section they are closed. 

Dr. HerMAN SHaruit: I think that the lesion 
sists of a highly cellular infiltration which roen! 
rays should eliminate. 
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Dk. GIRSCH 


ythematous 


SOCLET) / 


Presented by Dr. E. 


Comedonicus. 
OWITZ. 


woman aged 34, presents on the left side of 
a half-dollar-sized plaque, containing pinhead- 
pinpoint-sized and lentil-sized deep pits, some 
contain comedos. The plaque has been present 
the patient can remember. 


DISCUSSION 


In most of the cases presented in 
are not round, as im this case, 


Bloom: 


ure the lesions 


A Case for Diagnosis (Dermatomyositis; Psycho- 


Dermatitis Medicamentosa [Pento- 
Pre- 


neurosis, 
barbital Sodium]; Cutis Marmorata?). 
Dr. Georce M, Lewis. 
, medical secretary aged 34, 1s presented trom 
York Hospital. She had poliomyelitis at the 
} and has had several corrective operations on 
arms. For the past three years she has 
iache, backache, pain in the abdomen, pain in 
lider, painful and swollen elbows, epistaxis, low 
ever, sore throat, palpitations, dyspnea, extreme 
hurning tongue, night sweats, dizziness, nausea 
with frequent remissions and recurrences. 
a long tamily history of neurotic tendencies. 
recently had two attacks of an erythematous 
1s discrete symmetric rash, affecting the face, 
extremities. The last attack began shortly 
had taken a capsule containing pentobarbital 


by 


and 


iting, 


rine was normal. The white blood cell count 
| on repeated examinations between 3,700 and 6,800. 
\Wassermann reaction of the blood was negative, 
he blood sugar level was 86 mg. per hundred cubi 
Other routine tests revealed no abnor 


DISCUSSION 


\Mavurice J. Costerto: I believe that this pa- 
t has dermatomyositis with lupus-erythematosus-like 
of the skin. She presents what to my mind is 
portant symptom—pain in the muscles of the calf 
standing without shoes. It is almost impossible 
patients suffering with dermatomyositis to walk in 
manner. I think that the eruption is part of the 
matomyositis. Cases have been reported in which 
matomyositis has been accompanied with lupus- 
hematosus-like lesions of the skin. 


D. AstRACHAN: I had occasion to ob 
of about 45 with recurrent attacks ot 
lesions on his lower extremities and 
patches on the glans penis. A blood count re- 


man 


ve a 


] 


‘led a leukopenia (the white blood cells numbered 


‘)). This improved after the administration of 3 
ips daily of yellow bone marrow concentrate, and 
eruption did not recur. 
Witttam Apramowitz: I do not believe that 
patient has any evidence of dermatomyositis now. 
resent eruption could be attributed to the admin- 
of a barbiturate. That would be easy to prove 
ping the use of the drug and then giving her test 
this and possibly other drugs that she may have 


The extent and the nature of the 
favor the diagnosis of a drug 


This patient would be likely to take various 


) WOLF: 


appear 


igs. The pains in the muscles of the calf may not 


any particular significance, since the existing 


ty would account for them. 


TIONS 


INS AC 


AnpkeEWsS: One other test might be 
performed in this Patients with dermatomyositis 
if given a meat-free diet and then a certain 
creatinine by mouth will than they 
rhe test might be worth trying in this cas 


Dk. GEORGE 
Case. 
amount 


ol excrete more 


are given. 
Dr. AntHony C. Creotiaro: My impression is ¢! 
this patient has lupus erythematosus of the acute its 
seminated type. 

Dr. Howarp Fox: The patient has pam in a leg ck 
formed by poliomyelitis. I should like to know whethe: 
the skin all over the body can be roughly handled 
without pain if the eruption is dermatomyositis. 

Dr. Wirpert Sacus: I understand that biops: 
muscle showed no evidence of dermatomyositis 

Dr. M. Lewts: It is possible that the biopsy 
specimen was taken from the wrong muscle. I d¢ 
believe that dermatomyositis always shows generalized 
muscular involvement. Tenderness of the muscles seems 
to be varaible. It may be constant in one patient and 
entirely absent in another. This patient has at various 
times muscles, and, as Dr. Costello re 
marked, the muscles of the calf are tender to touch now 
I am gratified that no one thought the patient psych 
neurotic. She willingly tells all about herself, saying 
that members of her family are neurotié and that shx 
has more or less neurotic tendencies herself. I believe 
that she has a serious disease, though [ am not entire! 
certain what it 
lupus erythematosus. 


the 


GEORGI 


ai 


sensitive 


Some lesions appear to be typical 
There 


is, 


were two acute episodes 


recently, which IT am inclined to think were 

eruptions. 

Pyoderma Faciale Following Dermatitis Ven- 
enata. Presented by Dr. Maukicr J. Coster 


M. H., a woman aged 36, states that she appli 
a skin-peeling and shelling institute for a skin pe 
Oct. 4, 1943. She was told by the proprietor that he: 
scalp needed treatment and that she had acne. T 
proprietor advised several months’ treatment before shi 
was ready for the skin peel. The first treatment at the 
institute was given on Oct. 20, 1943 and the Jast on 
March 10, 1944. She received three ultraviolet. ray 
and two medicated mask treatments weekly. S 
time during February a small red swelling appeared o 
the right side: of the face below the lower lip. On 
of the operators in the salon squeezed a pimple, whic! 
caused the patient considerable pain. Some 
medicine was applied. During the next few days ney 
pustules formed, and the eruption began to spread 
the right cheek. Within a few days it spread across 
the chin to the leit cheek, and the patient was referred 
by the institute to a physician for treatment. He took 
material for a culture, opened many of the pustules 
and advised her to use solution of aluminum acetate 
He prescribed a pill to be taken after meals. He also 
prescribed an antiseptic solution known as S. T. 37 
His diagnosis was furunculosis. On April 6, 1944, ther: 
was intense inflammatory edema of the face, including 
the eyes, the cheeks, the neck and the upper half of 
the chest. 

I saw the patient for the first time, on April ¢ 
1944, at which time she showed a severe eruption in 
volving the cheeks, chin, neck, upper part of the chest 
and back. The eruption on the face consisted of numer 
ous large painiul cystic closely aggregated and coales 
cing papulopustules, with a superimposed dermatitis 
venenata, probably due to the application of hexvir: 
sorcinol (1: 1000). Since that time treatment has 


Mit 


Sort o1 


consisted of hospitalization for: controlled sulfathiazol: 
therapy, and wet compresses of solution of boric id. 
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ead-irce solution of aluminum acetate and 3 per cent 
immoniated mercury ointment were applied. The pa- 
nt has greatly improved within the month 
While in the hospital, the patient had a hemoglobin 
ntent of 65 per cent, a red blood cell count of 3,800,000 
a white blood cell count of 12,600. Bacteriologic 
amination of the lesions on the face showed Staphylo- 
cus aureus from one of the lesions and a_ long- 


nec Streptococcus from another. 


Purpura Annularis Telangiectodes (Majocchi’s 
Disease?) Treated Successfully with Gold 
Sodium Thiosulfate. Presented by Dr. Maurice 

COSTELLO. 


(. C.. a woman clerk aged 27, was presented for me 


by Dr. Howard Fox before the New York Dermato- 
logical Society on Jan. 26, 1937, as “A Case for Diag 
ISIS Majocchi’s Disease?)” (ArRcH. DeEeRMAT. & 
SypH. 36:889 [Dec.] 1937). She has suffered con- 
tinuousiv from an eruption for the past thirteen years. 
he eruption is situated mainly on the lower parts ot 
on the ankles and, to a lesser extent, on the 
ighs and the lett forearm. The eruption is roughly 
ymmetric and consists of areas of fine telangiectases 
om the size of a dime to that of a nickel. Pinhead- 
sized petechiae are present at the periphery of these 


t le 


reas. The older lesions exhibit an atrophic, slightly 
lepressed center, from the size of a millet seed to that 
pea. Surrounding this are numerous closely 


egregated pinpoint-sized dots, which are brownish and 
hich do not disappear on pressure. She has several 
spider nevi on her face. 

The patient has had scarlet fever, pneumonia and 
Her mother died of cancer. Her father 1s 
living and suffers from paralysis agitans. 
sisters and two brothers, who are living and well. One 
sister had pulmonary tuberculosis but is now apparently 


jaundice 


She has four 


ired 

Since her previous presentation the patient has visited 
several oft the large dermatologic clinics in New York 
city. A diagnosis of Majocchi’s disease is said to have 
heen made by biopsy at one of them. She has had 
nany forms of therapy since 1937, including local, sys- 
emic, climatic and physical. The application of frac- 
tional doses of low voltage roentgen rays offered no 
rehet. Within the past four months the patient has 
received fifteen intravenous injections of 50 mg. doses 
F gold sodium thiosulfate. For the first time in twelve 
vears her legs are free of active lesions. 


DISCUSSION 


Howarp Fox: I think that the question mark 
iter the diagnosis should be removed. Majocchi’s 
liseasé (purpura annularis telangiectodes) is rare, but 
it seems to me that this woman presents all the features 
indicated by the name of the disease. She has purpura, 
an annular eruption and telangiectases, and the eruption 
is on the legs, where Majocchi’s disease usually occurs. 

Dr. HERMAN SHARLIT: 
ficial tuberculid. 


To me it looks like super- 


Dr. Frep Wiser: I think that the lesions are those 
ot Majocchi’s disease. One seldom encounters cases 
in which the lesions are as typical as those originally 
described by Majocchi, but I do not see how one can 
make any other diagnosis in this case. Even without 
the histologic description, the whole picture conforms 
to that of Majocchi’s disease, and I think that it should 
be accepted as such. 

Dr. Witpert Sacus: The pathologic picture of 
Majocchi’s disease is characteristic. When one finds 


AND SYPHILOLOGY 

the characteristic features, I believe that the: 
no question of the diagnosis. If this was ¢ 
definitely as a case of Majocchi's disease 
microscopic features, I feel that that diag: 
have to be accepted. 

Dr. Davin Bioom: Has any study been ma 
constituents of the blood or the state of the ca 

Dr. Frep Wise: In cases reported to da 
have been no notable changes in the metabolis: 
blood picture. 

Dr. Mavrice J. Costeo: 
tests have been essentially normal in this case 
the idea that the toxic agent in this case is 
irom some tuberculous focus. I base that o; 
many factors, including the patient’s response t¢ 
sodium thiosulfate and the fact that several 
of her family have pulmonary tuberculosis. 
discontinue the use of gold sodium thiosulfate hy 
of the development of stomatitis and an erupt 
first from gold that I have seen in private 


Results of all la 


I began treatment with 10 mg. and increased 


to 50 mg. 


Sarcoid; Late Secondary Syphilis. Pres 
Dk. GirscH D. ASTRACHAN. 


L. C., a man aged 37, born in Puerto ki 
previously presented before the New York Acade: 
Medicine, Section of 


Noy. 3, 1943. 


Dermatology and Syphi 


Fig. 1—Sarcoid of the penis. 


The patient was admitted to the Metropolit 
pital, Welfare Island, on July 30, 1943, with an e 
tion on the face, upper and lower extremities, neck 4 
penis of two or three weeks’ duration. At the Met 
politan Hospitai, the serologic tests were made m 
times. The Wassermann reaction of the blood 
negative on all occasions except one, on Oct. 7, !% 
when it was 2 plus. The Kahn reaction, negative 
the first two examinations, fluctuated thereaft 
l plus to 3 plus. A serologic test performe at 
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SOCIETY 17 
April 28, 1944, showed the Wassermann 
to be plus-minus and the Kahn reaction to 


hilitic therapy was instituted, but the patient 
t tolerate dichlorophenarsine hydrochloride. H«: 
ived to date four injections of dichlorophen 
drochloride and thirty of a bismuth prepara 
e eruption showed a slight improvement on 
ind penis but became more pronounced on the 
and chin. 
il smear examined on Nov. 
lepra bacilli. Reaction to tuberculin in a dilu 
to 10,000 was negative, on November 21. 
of the chest, and ankles 
no evidence of abnormality. 


2, 1943, was nega 


enograms wrists 
logic examination of tissue taken from the right 
back of the neck showed both tissues to 
4 portions of the 


1 the 
logically identical, consisting « 
which the subcutis was filled with circumscribed 
epithelioid cells 4 of these tubercle-like 
res contained central zones of caseation necrosis 
The 


sarcoid ) 


Tew 


itinucleated giant cells of Langhan’s type 
the skin (Boeck’s 


Taub who performed the 


tuberculid ot 


Dr. 


sis of 


rted by Jacob 


slides were also examined by Dr. Wilbert 


Sallie 


ho found throughout the entire cutis numerous 


Fig. 2—Sarcoid of 


necrosis 


S Ol epithelioid and giant cells (tubercles ) 
nter of many of these tubercles 
valls of the vessels were thickened, and the intima 
swollen. There sparse small round cell 
The overlying epide 

important change. Within or about 
le was a small blood Against the diag 
ot syphilis was the lack of collarets of plasma 

\gainst the diagnosis of Boeck’s sarcoid 
ecrosis of the tubercles, the numerous giant cells 

changes in the blood vessels. Dr. Sachs’s diag- 

late secondary syphilid or 
ited Boeck’s sarcoid. 

tologic examination of a lesion from the penis 
ined by Dr. Andrew Saccone and Dr. Wilbert 
showed throughout the cutis small focal colle 
epithelioid cells with some giant cells. There 
moderate cellular infiltration, composed chiefly 
ill round cells with an occasional plasma cell 
vessels were somewhat dilated, the walls 
ned and the intima swollen. There were blood 
to be seen within or about the collections of 
lioid cells. The overlying epithelium showed no 
tant change. There was a considerable amount 


Was 
Was a 


no each 


vessel. 


Was 


p ssibly a dis 


lood 


the 


ment in the basal cell marei 1 diagnosis was 


pig 
secondary syphilis 
DISCUSSION 


Dk. Howarp Fox: I think that syphilis can be ruled 
out and that this is undoubtedly a case of hematogenous 


tuberculous infection that is seen at times in the Negri 


race. The case strongly suggests the one reported by 
Drs. Bloom and Mendelsohn, in which there wer 
lichen-planus-like lesions and other lesions which r 
sembled keloids. Many of the lesions on the penis 


in this case certainly look like lichen planus, althoug! 
the distribution of the eruption on the face is not lke 
that think that there doubt that this 
tuberculosis of the sarcoid type 

Dr. Frep Wise: The diagnosis of sarcoid should be 
accepted on histologic evidence 


disease. Is 


neo 
1S 


Lichenoid sareoid con 


sists of papular lesions, not annular or discoid; it is 
a rare form of sarcoid which has not been exactly 
defined in the literature 

Dr. Witperr Sacus: The pathologic picture is det 
nitely that of a sarcoid reaction. As to the question ot 
lichenoid sarcoid, that is a clinical term. 

Dr. Davip Broom: Dr. Mendelsohn and I reported 
2 cases, | of which is a replica of the case presented 


tonight. I believe that we have proved that these er 


tions, seen almost without exception in Negroes, may be 


up 


arm and forearm 


considered as a benign type of disseminated cutaneous 
tuberculosis. The fact that many of them 
during antisyphilitic treatment may possibly be due t 
the provocation of the tuberculous eruption by arsenicals 

Dr. Mavurick J. Costetto: I am impressed by the 
fact that in of this type the eruption has 
been precipitated by antisyphilitic treatment. I should 
also like to ask Dr. Astrachan what the tuberculin re 
action \ntisyphilitic treatment has been known t 
cause an exacerbation of pulmonary tuberculosis. 

Dr. E. Wirttam Apramowitz: If the patient has 
been treated with arsenicals, it might account for the 
lichen-planus-like lesions in the mouth. 


develo} 


most cases 


is. 


Dr. Girscu D. AstrAcCHAN: When I presented this 
case at the New York Academy of Medicine I con 
sidered three possibilities: late secondary syphilis, sar 
coid and lichen planus. The last can be ruled out as 
a result of the histologic examination. Tonight I feel 
that one is dealing with a case of sarcoid. Whether 
not the patient also has lesions of late secondary 
syphilis is difficult to say. There is no doubt, however, 
that he has a concomitant syphilitic infection. He has 
a persistently positive Kahn reaction. The last blood 
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tests, made a week ago, disclosed a 1 plus Kahn reaction 
and a doubtful Wassermann reaction. I believe that 
the Jesions did not occur as a result of injections of 
arsenicals, because most of these lesions were present 
before the arsenicals were administered. 


Multiple Leiomyoma. Presented by Dk. [sapori 

ROSEN. 

P. P., a man aged 52, came to the Skin and Cancer 
init of the New York Post-Graduate Medical School 
nd Hospital on April 26, 1944, with an eruption on 
he trunk of eleven years’ duration. 

On the back of the trunk at the level ot the lower 
wortion of the scapulas, there 1s a symmetric eruption 
i numerous reddish, oval and elliptic, pea-sized, fairly 

m tumors, protruding above the level of the skin. 
hey are arranged in the lines of cleavage. They are 
tender to pressure but in varying degree. On the 

wer lumbar and gluteal regions there are similar, but 
maller, tumors, many of them skin colored, covered 

ith wrinkled skin and not tender. 

The laboratory examination confirmed the clinical 
sbservations. 

DISCUSSION 

Dk. Frep Wise: The lesions clinically resemble 
lcromyoma, but there is a slight deviation from those 
in the cases of it which I have observed. Some of 
this patient’s nodules are more like fibromas—firm to 
the touch and not painiul. I wonder whether there is 
«4 possibility of a mixture of fibroma with leiomyoma. 

Dr. Witpert Sacus: In studying the slide I found 
that the lesion has smooth muscle fibers, and I was 
not sure whether it was leiomyoma or neuroma. Cer- 
tainly there is a neuroma present, and there may be a 
lctomyoma associated with it. In this section there 
ire nerve fibers; hence it is not a pure leiomyoma. 
| believe that this lesion is more like a neuroma than 
leiomyoma. 

Dr. Davin Broom: Because of the difference in 
tenderness in the lesions on the upper and lower parts 
ot the back, biopsies of both kinds of lesions were 
requested. Has Dr. Sachs seen any difference in the 
pathologic structure of these two tumors? 

Dr. Howarp Fox: I think that the lesions on the 
jorsal region are clinically typical of leiomyoma. 
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A Case for Diagnosis (Pemphigus?). | 
by Dr. Fred Wise. 


L. B., an American-born gentile 69 years old, 
by Dr. Charles Kemm Good, registered at t 
and Cancer Unit of the New York Post-Gra ¥ 
Medical School and Hospital on May 9, 1944 
ing generalized bullous lesions of seven weeks’ 

He gave no history of previous eruptions. 
constantly been in good health. A prostatectomy 
performed five years ago. His weight has been cons 
tor the past five years. There are no subjectiy 
toms except some itching of the blisters aft 
burst. 

A bulla first appeared in the front of t 
Several bullae appeared a tew days later on ot! 
of the neck, forehead, scalp, trunk and extremitis 
the order named. 

On the face, scalp, trunk and extremities, but 
on the back, are discrete bullae, varying from 
of a match head to that of a cherry. Most 
are ruptured. They are tense and contain clear 
the walls are not firm but break easily on slig/ 
sure. They all seem to arise from normal ski 
are no lesions in the mouth. The Nikolsky sig 


am 


- 


absent. 
The routine laboratory tests revealed no abn 
except per cent polymorphonuclear eosin 


and a vitamin C concentration in the blood 
of 0.1 mg. per hundred cubic centimeters (n 
to 1.4 mg.). 

A histologic study was interpreted by Dr. Ch 
I Sims as “a subepidermic bulla which may be 
sistent with pemphigus.” His description follows 
the center of the section is a large subepidermic | 
The roof of the bulla is formed by the epidermis, \ 
has become thinned with obliteration of the rete 4 
The floor is formed by the papillary bodies. Wit 
the cavity one may note some fibrin and some scatt 
cellular infiltration composed of small round c 
wandering connective tissue cells, eosinophils, 
lymphocytes and some polymorphonuclear neutroj 
The vessels of the upper part of the corium ar 
erately dilated. There is a diffuse and a perivas 
cellular infiltration composed of cells similar t 


deseribed. 
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old, 
st-Gra Medi 1 Uses of Soap: A Symposium. [by (; 
O44 pres as Halberstadt, B.S., Ch.E., and others. Edited 
ks’ durat forris Fishbein, M.D. Fabricoid. Price, $3. 
S. | x2, with 41 illustrations. Philadelphia: |. B 
ectoms ott Company, 1945 
Pen 
wes k is a collection of sketchy discourses o1 
aft t! s rgents used to cleanse the skin, with 
p emphasis being given to soap. The title, 
t! is somewhat misleading, not only this 
ott ~ it alse with regard to the medical uses of 
mention ts made of its use the 
p pills, plasters and liniments, as an emul 
— $ vent or as an antidote for poison. The fina! 
¢ ontains some data regarding its application 
st than as a detergent and keratolytic, but this 
nsists of but six pages of brief paragraphs, 
Hie c m the literature ot the last twenty vears 
subjects discussed are well chosen. The intro 
ky ‘ hapter is devoted to a discussion of the various 
‘ t cic aspects of soap, including its physic 
n c properties and those of soapless detergents 
description of the manufacture the 
od \ types of soap, including toilet and laundry 
} flakes and granules is both interesting and 
j tive Chere are some phases of the explanation 
Dit emical action of soap with which many chem 
he js may not entirely agree, but these are minor. The 
- ; rs state that coconut oil is of liquid consistency 
linary temperature.” This is extremely indefi 
= pte, since it and all other members of this group of 
— ils are ot the consistency of lard at tempera 
rete pec: to 70 and do not become liquid until 
Wit t in excess of 80 F. 
scatt ext three chapters, which deal with the effects 
ind . m the normal and on the diseased skin, are, 
ils, general, well written. Many dermatologists and 
utr} nacologists, however, will not agree with the state 
cm that the addition of sulfur and mercurials to 
1Vas poo mixtures is of decided value. 
to t hapter Vis concerned with the effects of soap 


iair and scalp. It is well done except for a 
graphic errors and the use of the word “anti 
iticide.” which occasionally creep into the best ot 
and contains many 
It also could be im- 
sections the 


pter VI is Written 
and inaccuracies. 
by some caretul editing. In 
seology is so involved that the material is almost 
telligible, to wit: . . In some plants hot 
mh not provided. No soap will make hot water 
nor will hot water make a good soap dis 
sat A mediocre soap and hot water are better 
eood soap and no hot water. In many 
is so hard as to hamper the full action of 
s described although experience suggests that 
cavy-duty soap, as described, almost invariably 
tice in hard water areas.” This chapter closes 
brief paragraph, entitled “Summary,” which 
summarizes nothing but which is, on the con 
conclusion. At one place the author makes 
tement that “liquid soaps in order to flow freely 
dispensers must be potassium soaps largels 
m coconut oil.’ This is contrary to fact, as, 
Ww exceptions, liquid soaps used in dispensers 
ous solutions of soda soaps, and only sufficient 


poorly 
statements 


some 


SET 


areas 


Book Reviews 


coconut of i used im their manutacture to msure opte 


mum fathering properties 
Chapter VIL deals with the use of soaps tor shav 
ing. Except tor several typographic errors, it is wel 


done. Allergists, however, will not agree with thy 
author's trite definition of the phenomenon of allergy 


as an “abnormal reaction to a specific sensitizing agent 
The will not that 
shaving is to be recommended for the eradication ot 
rapid and how 


majority of dermatologists agree 


nits im pediculosis, regardless of how 


effective the procedure may be. In his discussion ot 
iallacies held by the laity and many members ot the 
medical protession, the author states that he was abl 


t 


to shave used 
magma as a but 
reason is that the former contains only 7 to & per cent 
hydroxide suspension 

Soap ionizes readily, and in colloida 
distilled 

gh degree of tonic dissociation. 

Chapter VIII with cutaneous detergents othe: 
than soap, and it is excellent. One omission, howeve: 
The given. the impression 

synthetic detergent is of compara 

On the contrary, the lat: 
first introduced this type ot 

profession as long ago a> 


neste 


the rea 


Without irritation because he 


medium instead of soap, 


of magnesium and is) very 


it mized. 
mamtains 


sott) water it 


suspension 
hig 
deals 
is inexcusable. reader is 
that this type ot 
tively recent development. 
Dr. George Henry Fox 
substance to the medical 
1890, when he recommended sodium sulforicinoleate fo 
a synthetic detergent as an auxiliary hydrophilic oint 
ment base 

The final chapter, written by the editor, mentions 
briefly a few of the medical uses of including 
first aid and hygiene, as a keratolytic agent and others 
Too much emphasis is given its use as a prophylacts 
against venereal notwithstanding recent work 
under the direction of the Nattonal Research Council, 
which has demonstrated its worthlessness as a preven 
tive of syphilis and chancroid. 

One illustration, depicting a man with a 
on the bearded region, bears the legend, “Syphilis—a 
chanere, the primary lesion of syphilis, on the bearded 
Patient used no soap for shaving.” What thi, 
with his getting syphilis, God only 


soap, 


disease, 


chanert 


area, 
fact 
knows! 

Forty black and white illustrations serve to embellish 
the text. For no particular reasom there js one colored 
illustration of impetigo contagiosa. Many of the illus 
trations fail to illustrate anything of particular interest 
these days might bette: 


had to do 


and utilize paper which in 
be put to other use. 

In conclusion, one may venture the statement that 
for the dermatologist this book contains some valuabl: 
and interesting data. Unfortunately, it contains many 
misleading statements and considerable evidence that 
much of it has been carelessly written and edited. Th: 
entire edition is being distributed to the medical pr 
fession by Proctor and Gamble Company. This 


MAY 


or may not be a commendable procedure 


Modern Cosmeticology. hy Ralph G. Harry, 
I. C., Foreword by P. B. Mumford, M.D., F.R.C.P 
Second edition. Price, 35 s. Pp. 432, with illus 
trations. London: Leonard Hill, Ltd., 1944. 


makes the statement 
the Dermatologica 


foreword Mumford 


will 


In his 


“Perhaps the day come when 


219 


— 
| 


{RCHIVES OF 


hance their efficiency by accepting the 


‘Modern Cos- 


Clinics will «¢ 
onstant help of the physical chemist 


meticology’ points the way.” 

In this second edition written for the manufacturing 
osmeticologist Harry takes up at some length the 
pertinent “histology of the skin,” “emulsions,” ‘“cleans- 
ing creams and lotions,” “acid creams,” “face packs,” 
“vanishing creams,” “powder creams,” “skin nutrition, 
skin toods,’ “astringent lotions,” “lip sticks,” “face 
powders,” “sunburn preparations,” “deodorants and 
depilatories,” “allergy and dermatitis,” “antioxidants,” 
“bath preparations,” “hand creams,” “hair preparations,” 
‘manicure preparations,” “acne preparations,” ‘“chem- 
ical examination of cosmetic toilet preparations” 
and other subjects. The author is a chemist of some 
note and writes for the British Journal of Dermatology; 
he reviews a surprising amount of literature, French, 
(;erman and American as well as English in connec 
tion with the discussion of his subject. At one point 
he even treats at some length of the theory of heredity 
in relation to baldness. The volume is well illustrated 
vith black and white illustrations and photomicro- 
eraphs in colors. There are a good index and also 
pertinent tables in reference to various subjects. 

While the book 1s written for the manufacturing 
hemist and cosmeticologist, there 1s much between the 
overs of interest to the dermatologist. For example, 
the subject of oil in water and water in oil emulsions 
is fully discussed. 

While the reviewer cannot agree with all the con- 
tents, nevertheless, it 1s a book well worth reading 
In fact, the dermatologist m4y learn much from. its 
ontents 


Penicillin Therapy Including Thyrothricin and 
Other Antibiotic Therapy. By John A. Kolmer, 
Mo. MD, DrPH. “Lap. 
F.A.C.P. Price, $5. Pp. 302. New York: D. 
Appleton-Century Company, Inc., 1945. 


It is a pleasure to review a monograph on penicillin, 
the discovery of which marks a new era in the proud 
history of medicine; for not only is penicillin far su- 
perior to the sulfonamide compounds in the treatment 
ft infections, but “in the whole realm of chemotherapy 
no other compound or group of compounds combine such 
low toxicity with such high therapeutic activity.” 
Still more, penicillin symbolizes to the medical pro- 
fession and to mankind the unlimited potentialities of 
medical research with regard to the treatment of 
disease. 

Dr. Kolmer, the author of the monograph, is pro- 
fessor of medicine at Temple University School of 
Medicine and director of the Research Institute of 
Cutaneous Medicine. His textbook, “Infection, Im- 
munity and Biologic Therapy,” is well known. 

This monograph is most timely. Penicillin is being 
used more and more in the treatment of infections, and 
a thorough acquaintance with all the aspects of this 
drug is necessary in order to use it intelligently. 

In addition to reporting his own experience with 
penicillin, the author summarizes the vast amount of 
important literature which has accumulated since Florey 
succeeded in isolating penicillin in relatively pure form 
and in showing its great effectiveness in the treatment 
it infections in mice. The following topics are dis 


DERMATOLOGY AND SYPHILOLOGY 


cussed in simple and clearly understandable 

the production of penicillin; the methods for it 
tion and assay; its physical and chemical proper 
antimicrobial activity in vitro and in vivo, its par: 
cology and toxicity and the principles underlying t¢; 
ment with penicillin of different infections. In aildi: 
the other antibiotic substances are described 
thricin, gramicidin, streptothricin, patulin and 
phyll. 

The book contains nineteen tables, enumerating 
different infections against which penicillin is effec 
or ineffective, and illustrations showing particularly - 
administration of the drug. It is well written 
contains some of the most important facts of acade; 
and practical interest regarding penicillin and 
\ large bibliography is given at the end 
chapter. This monograph should be in the p 
of every medical practitioner 


The Hair and Scalp: A Clinical Study (with 
Chapter on Hirsuties). By Agnes Savill, \ 
M.D. (Glasg.), F.R.C.P.I. Third edition. P 
$4.75. Pp. 304, with 54 illustrations Baltn 
William Wood & Company, 1945. 


This book begins with a chapter on the 
and physiology of the hair, which offers a basi 
scientific review ot this subject. Following this 
two excellent chapters on canities and care of thi 
In the former are listed a number of umique obse 
tions on sudden graying ot the hair. In_ the 
there is much sound advice, although the scient 
accuracy of the statement, “It is not widely 
known that even dandruff can be conveyed to 
who use brushes and combs belonging to individ 
whose scalp harbors the malady,” is easily challeng 
Dr. Savill scientifically describes permanent wav 
singeing, bleaching and dyeing of the hair. The fow 
chapter, on The Molecular Structure and Elastic P 
erties of Hair by W. T. Astbury, which incl 
roentgenologic analysis, is an outstanding contribut 
to the book and should be studied by all physi 
interested in the subject. 

Dr. Savill’s wide experience as a practitioner, ¢ 
cologist and dermatologist and her thorough stud) 
the hair over a period of many years have made 
descriptions of the numerous dermatoses affecting 
scalp and hair concise and authoritative. Her exj 
ence as editor of Savill’s Clinical Medicine has ena! 
her to include a wealth of practical information in 1 
small volume, especially in regard to the relations! 
of internal diseases to dermatoses of the scalp 
hair. 

The format is good. In order to simplity diagno: 
and to render the book more useful, the author has 
ranged the material according to the chief sympt 
complained of by the patient, followed by a list 
possible causes. 

Among the new additions to this third editior 
sections on cleansing agents, pigmentation, recent 
searches on vitamins and endocrine glands, congen" 
defects, rare tumors of the scalp and others. 

This excellent book is recommended unresery: 
the general practitioner, to the specialist and especi 
to the dermatologist. Dr. Savill has made a fi! 
tribution to the study of the hair and the scaly 
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Luzier Cosmetics and Allergy 


tainly perform wonders when it comes to lifting a woman’s spirits. Women 
have an instinctive desire to look pretty and to smell sweet. 


Since cosmetics are so universally used it is not to be wondered that 
they sometimes figure in the field of allergy. That is why when there is a 
history of allergy we suggest that patch tests be made with those of our 
products the subject is using or contemplates using. If they test positive, 
further testing with their constituents is indicated to determine the offending 
These found, we frequently can modify our formulas to suit the 
subject’s requirements. The patch test is generally considered best for 
testing cosmetics because it most closely approximates the conditions under 
which they are normally used. 


While our products are free from so-called common cosmetic allergens, 
such as orris root and rice starch, we feel it should be made clear that 
any of their normally innocuous ingredients might be allergenic to the 
allergic individual. It is our practice to write our patrons a letter to this 
effect when a history of allergy is involved. 


is our experience that many persons with allergic constitutions 
cannot tolerate scented cosmetics; therefore we routinely recommend and 
select unscented products when there is a history or suspicion of allergy. 
This practice is not to imply or suggest that the subject is sensitized to 
perfume; it is solely to safeguard against the possibility. 


In specific cases of allergy or suspected allergy, when the subject is 
using or contemplates using our products, we are pleased on his request to 
send her doctor the involved raw materials for patch testing, also such 
information concerning our products as may have a bearing on the case. 


Since in the light of present knowledge it is not possible, save in 
specific cases, to make non-allergenic cosmetics, we believe the cosmetic 
requirements of the allergic individual should be considered by her doctor 
in the light of the formulas and general characteristics of the products 
she is using or contemplates using. 


Luzier' 5, Inc., Makers of Fine Cosmetics & Perfumes 


Women use cosmetics because they have developed a need 
for them: they are essential to modern standards of good- 
grooming and therefore contribute to a sense of well-being. 
Your patient’s appearance, viewed cosmetically, is a factor 
that deserves your consideration both during hospitalization 
and convalescence. Cosmetics cannot lift faces, but they cer- 
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All in favor raise right hands ... with wallets 


Naturally we want our boys home. 

But how much are we willing to do 
about it? 

Are we willing to pay for bringing 
them back? If we are, we'll buy extra 
Bonds in the Victory Loan. 

And after these fellows get home— 
what then? 

We want to take care of the in- 
jured ones, of course. We want to 
give our boys a chance to finish their 
education. We want to see that there 
are plenty of decent jobs for them. 


THEY FINISHED THEIR JOB— 
LET’S FINISH OURS! 


4 
5 
How much are we willing to do 
about that? 
If we're really serious about want- 
ing to see that our men get what they ; 
have so richly earned, we'll buy ezrtra 
Bonds in the Victory Loan. 
Now’s the time. Let’s have a show 


of hands—with wallets—to prove 
how much we really want to hear that 
familiar voice yelling “It’s me!” Let's 
prove, with pocketbooks, that we can 
do our job as well as they did theirs. 


AMERICAN MEDICAL ASSOCIATION 


This ts an official U. S. Treasury adie 


Treasury Department ase 
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ave you one minute to help your wite? 


We've a message —and a gift—for vour wife. Doctor. 
é We want her to try our cosmetics. The demonstration 


will take about one hour, and in return for that 
courtesy we will present her with a $1.00 lipstick in 
the shade most flattering to her. 

All you do is take a minute to send us the coupon 
below. A Beauty Counselor then calls on your wife, 


at her convenience, showing her in her own mirror 


i 


that our Beauty Counselor preparations and 
advice bring out new loveliness. 

We know, from experience with wives of 
other doctors. that your wite will eNOS this 
demonstration. And we hope she will tell vou 
about our money-saving “try-before-sou- 


method of selection which allows 


her to see. without charge, that) ou 
hvpo-allergenic preparations truly 
and flatter her skin. 

Please use the coupon below now, || 


vou also wish to see our formulas. check 


where indicated. 


beauty counselors, ime., 17108 Mack Ave., Grosse Pointe 24, Mich., Dept. AD-! 


Send me formulas. 
\rrange to give my wife a presentation and a $1.00 lipstick. 


Doctor's Name- 


Office Address City State 
Home Address City State 
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The hypersensitive patient should choose 
her cosmetics with discretion. She should select 
hypo-allergenic beauty aids which are less likely 


to arouse sensitivities. 


For these patients prescribe Marcelle hypo- 
allergenic cosmetics, since known allergens have 
been omitted or reduced to a mimimum. Thoroug! 
testing of ingredients and exacting formulation 
the Marcelle laboratory are your assurance of 


reliable cosmetics. 


Write tor a brochure on Marcelle laboratory procedures 


through the Marcelle 


laboratory. 


HYPO-ALLERGENIC MARCELLE COSMETICS, Inc. 


1741 N. Western Avenue Chicago 47, Illinois 
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KODACHROME 


MEDICHROME SLIDE 
. CLAY-ADAMS CO inc. New York 


varicelliform eruption. 


MS2/ 30 Chancre of 
dorsum of hand 


MEDICHROME SERIES MS2 


DERMATOLOGY and SYPHILOLOGY 
78 NEW SLIDES NOW AVAILABLE 


A series of 313 2 x 2” (35 mm.) Kodachrome transparencies (lantern slides) made with the cooperation of Prot 
Frank C. Combes, Dept. of Dermatology, New York University College of Medicine; Herman Goodman, 
Af] ind Dept. of Health, New York City, Theodore Rosenthal, M.D., Director, Bureau of Social Hygien: 


Complete set Medichrome Series MS2 (313 slides) bound in Adams Slide Binders (between 
glass) 


MEDICHROME SERIES MS3_ DERMATOLOGY 


serie ot 152 (35 mm.) Kodact slides, photomicrographs of Skin Diseases made with the coup 
«ation of Dr. George M. MacKee, Director, and Dr. Charles F. Sims, Associate, New York Skin and Can 
: of Post-Graduate Medical School and Hospital, New York City. 


Complete set Medichrome Series MS3 Dermatology (152 slides) bound in Adams Slide 


MEDICHROME SERIES MS4 MEDICAL MYCOLOGY 


99 2x2” (35 mm.) Kodachrome slides, clinical photographs, colonies, cultures, photomicrograplis 
gross pathology. Made with the cooperation of Dr. Rhoda W. Benham, Dept. of Dermatology, Collee 
tans and Surgeons, New York City 


omplete set Medichrome Series MS4 Medical Mycology (99 slides) bound in Adams Slide 
Same, in cardboard readymounts 71.28 


MEDICHROME SERIES MH NORMAL HISTOLOGY 
of TEGUMENT 


ot 34 slides from our collection of approximately 1200 Normal Histology Kodachromes. Medichron 
{H196 to MH 204G inclusive on Tegument, %)c each bound in Adams Slide Binders, 80c¢ ea 
readvymounts. 


When ordered with above slides, subjeft to a 5% discount on orders for 50 slides and 10% 


liscount on orders for 100 or more slides : 
~6CLAY-ADAMS CO<: 
ING OF MEDICHROMES ON ADAMS 


DERMATOLOGY | 44 EAST 23rd STREET, NEW YORK 10, N.Y. OY 
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BRECK 
HAND CLEANER 
oh 


one nithourt lathermg 


Breck Cleaner 


cromy) Breck Hand Cleaner steadily making new friends Originally 
produced for the purpose of helping in the war cffort we believe it ha- 
made so many friends during the war that it is quite likely to continu 
through peace times to be thought of as one more way to help keep th: 


hands of men and women workers in the best possible conditio: 
Breck Hand Cleaner effectively removes grease - oil - paint - printer’s ink and 
many other materials used in different kinds of work - It is believed that Breck 
Hand Cleaner also has helped in the control of Industrial Dermatitis - Should you 
not be familiar with Breck Hand Cleaner why not let us tell you more about i: 


JOHN H BRECK INC MANUFACTURING CHEMISTS SPRINGFIELD MASSACHUSETTS 
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For 
clean 


ou HAVE undoubtedly told 
oo of your patients that 
a clean scalp is as important as 
clean hands... that a healthy 
scalp has much to do with a 
healthy skin, particularly the 
skin of the face. 

Perhaps you have recom- 
mended the use of Packers Tar 
Soap. As a gentle, pleasant and 
dependable cleansing agent for 
the scalp and hair, Packers has 
won the approval of many 
dermatologists. 

Packers also offers the ad- 
vantage of economy. Shampoos 
with this famous cake soap 
average less than a penny 
about one-fourth the cost of 
bottled shampoos. 


PACKERS TAR SOAP, INC. 


MYSTIC, CONNECTICUT 


Jupiter’s Headache 


Nave before had JUPITER suffered 
with such a headache. In desperation 

he summoned the gods to Olympus 

and tried the remedies they suggested 
but without relief. Unable longer 

to bear the racking pain, he commanded 
his son VULCAN to cleave his head with 
an axe. Swish! the axe fell and out 

of JUPITER’S head stepped MINERVA, 
goddess of wisdom, tully grown, clad 

in shining armor, and chanting a 

pean of victory. JUPITER, apparently. 
had an IDEA. 


We, too, about 10 years had an idea for a 
better method of cleaning the skin. CREAM 
OF SOAP* is that method, and with it, in- 
expert hands can make the skin clean— 
quickly, thoroughly, harmlessly. There is 
no lather to develop. CREAM OF SOAP® 
is already in colloidal solution. It adsorbs 
the surface soil when rubbed on the skin. 
then rinses off completely with cold, hot. 
soft or hard water. CREAM OF SOAP* is 
neutral, has no perceptible chemical action 
on the skin surface, and can be safely used 
even when the skin is sensitive, irritated or 
disturbed. Samples gladly sent on request. 
Personal Luxuries Co.. 55 West l6th 
New York Il, 
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Antigens 


for Laboratory Detection of Syphilis 


Bacto Antigens are prepared expressly for the laboratory detection of syphilis by means of comple- 
ment-fixation, precipitation, and flocculation tests. Each antigen is tested for its sensitivity and specificity 
in a laboratory designated for that purpose by the author, serologist of the test for which it is specified 
Bacto Antigens are not released for distribution unless they have been so approved. 


Bacto-Kolmer Antigen 
Bacto-Kolmer Antigen (New) 
Bacto-Eagle Wassermann Antigen 
Bacto-Eagle Flocculation Antigen 
Bacto-Kahn Standard Antigen 
Bacto-Kahn Sensitized Antigen 
Bacto-Hinton Indicator 


Specify “DIFCO” 
THE TRADE NAME OF THE PIONEERS 
In the Research and Development of Bacto-Peptone and Dehydrated Culture Media 


DIFCO LABORATORIES 


INCORPORATED 
DETROIT 1, MICHIGAN 


Anatomic Outline Charts 


A variety of outlines especially adapted for recording 


wounds, injuries, tumors, physical diagnosis, fractures "ed de | 
Especially useful for teachers, practitioners, students, = 28 26 it 
coroners, medical examiners. Tilustrations on good — | 
quality paper, size 5% by 8%. Lesions may be illus- A 4 , \ j \ | 

trated in ink or colors. \ ~ 


Price, per sheet, | cent; 100 sheets, 80 cents; 1,000 sheets, $6.00 
Order by number. Complete catalog on request. 


AMERICAN MEDICAL ASSOCIATION . 535 North Dearborn Street, Chicago 10 


e CLINICAL DIAGNOSIS 


BLACK LIGHTS* e MEDICAL PHOTOGRAPHY 


woOoD’s LIGHT For { @ LABORATORY ANALYSIS 


@ All latest models, AC and DC (batter 
for office, hospital and home use. 


BLACK LIGHT PRODUCTS | IMMEDIATE DELIVERY 


Phone SUPerior 3215 : also THERAPEUTIC & BACTERICIDAL FIXTURE 
WRITE FOR DESCRIPTIVE LITERATURE 


*NOT SOLD THROUGH DEALERS 
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—the drug that gives new meaning to the word “control” 


The penicillin which first attracted the attention of 
Alexander Fleming was an “occurrence of nature’, 
with no control exercised over the conditions of its pro- 
duction. Production of pyrogen-free penicillin for the 
medical profession, however, is accomplished only by 
ithe most elaborate methods of control for insuring 
highest attainable productivity, potency, and purity. 
Shown here is one of the many rigid controls exercised 

the Schenley Laboratories. In this step, PENICILLIN 
MSCHENLEY is being tested to insure standard potency. 
such measures of elaborate control are your assurance 
hat you may specify PENICILLIN ScHENLEY with 


he greatest confidence. 


We suggest 


you Specify 


SCHENLEY LABORATORIES, INC. 


bducers of PENICILLIN SCHENLEY + Executive Offices: 350 Fifth Avenue, 


New York City 
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have been administered in the treat- 
ment of syphilis since 1940... with 


MAXIMUM THERAPEUTIC EFFECT 


and 


MINIMUM UNTOWARD REACTION 


This is a record which speaks for 
itself. 


MAPHARSEN is 3-amino-4- 
hydroxy-phenylarsine oxide 
(arsenoxide) hydrochloride. 
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